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Can they be erased... 
from effective relief 


in Bronchial Asthma? 


Yes, there now is a therapy— 
NETHAPRIN—that gives prompt, symp- 
tomatic relief in asthma and associated 

allergic conditions, and also is essentially 

free from the undesirable side actions of ephedrine. 


Clinical tests show NETHAPRIN can be expected 
to provide effective relief . . . increased 

vital capacity . . . better feeling of well-being. 
Yet its bronchodilator, Nethamine, “‘pro- 

duces no noticeable pressor action.””! 


SYRUP CAPSULES 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-in full or half strength. 


CINCINNATI © U.S.A. ‘Hansel, F.K.: Ann. Allergy, 5:397, 1947 
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SPASTIC 
STATES 


accompanied by 


irritability, tension, 


apprehension 


respond to the antispasmodic action of 
Pavatrine, combined with the mild central 
nervous system sedation of Phenobarbital — 
as exhibited in Pavatrine with Phenobarbital. 

Pavatrine is unique in that it exerts two 
types of spasmolysis—neurotropic and mus- 
culotropic—for relief of gastric hypermotil- 


ity, cardiospasm, pylorospasm, spasticity of 
the duodenum including the sphincter of 
Oddi, bladder spasm and dysmenorrhea. 

For the medical management of gall- 
bladder disease, Pavatrine with Phenobar- 
bital is useful in conjunction with the hydro- 
choleretic, Ketochol. 


PAVATR | N E on PHENOBARBITAL 


(8-diethylaminoethyl fluorene-9-carboxylate hydrochloride) 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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Protection of women and children has always 


been the first thought of man in the face of any emergency. 


Less glamorous than the sinking ship or devastating fire, but far more common, 

are the dietary emergencies faced by women during pregnancy and by growing children. 

To protect women and children against vitamin and mineral deficiencies, 

Winthrop-Stearns offers CALIRAD Super. Each easy-to-swallow, soft gelatin capsule contains: 


Vitamin A 

Vitamin By (thiamine HCl) 

Vitamin Bz (riboflavin) 

Nicotinamide 

Vitamin C (ascorbic acid) g. 
Vitamin D2 (calciferol) 300 U.S. P. units 
Menadione (vitamin K analogue).................. 0.15 mg. 
Dibasic calcium phosphate (anhydrous)............ 0.568 Gm. 
Ferrous gluconate............... 50 mg. 


Although primarily formulated to meet the 
needs of pregnant and nursing mothers and 
growing children, CALIRAD Super is also 
prescribed for patients before and after surgery, 
during febrile diseases, general convalescence, 
for aged individuals without teeth, patients 

with dysphagia, achlorhydria, anorexia, 

nausea, vomiting, and alcoholism, and persons 
on restricted diets. 


Available in bottles of 50 Staten New York 18, N.Y. Winosor, ONT. 


and 250 capsules. 
CALIRAD, trademark reg. U.S. & Canada 
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A JANUARY 1951 PUBLICATION 


ANATOMY or THe 
NERVOUS SYSTEM 


By OLOF LARSELL, Ph.D., Sc.D., Professor and Head, 
Department of Anatomy, University of Oregon Medical School 
with Introduction by A. T. RASMUSSEN, Ph.D. 


In this new edition the author has completely reorganized, rewritten and 
revised his text to present a systematic coverage of the subject. Functional 
aspects are emphasized throughout and the results, experimental and clinical, 
of the most recent studies are included. 


The gross anatomy, embryology and histology of the nervous system are 
covered in the first five chapters to introduce the nervous mechanism as an 
anatomical and functional unit of the body. This eliminates the need of con- 
stant references to textbooks of anatomy, embryology and histology pre- 
viously studied. 


The remainder of the book deals fully with the minute anatomy of the 
subdivisions of the nervous system and their fiber tracts. Results of the experi- 
mental methods of the neurophysiologist, especially oscillography, have been 
included to elucidate or give significance to structure and to functional 
pathways. 


A chapter of the blood supply of the brain and spinal cord has been in- 
cluded because of its importance in understanding many of the neurological 
lesions encountered in clinics and hospitals. 


All illustrations and diagrams are inserted as close as possible to the 
corresponding text matter to permit ready visualization of the functional 
connections. 


In his Introduction, A. T. Rasmussen refers to the fact that in no other 
of the medical sciences is it more urgent to interpret structures in the light of 
the role they play and says, ‘‘The amalgamation of form and function per- 
meates this entire text; nor has the clinical application been ignored.”’ 


534 PAGES °@® 518 ILLUSTRATIONS ON 382 FIGS. © 2nd (1951) EDITION ° $9.00 


APPLETON-CENTURY-CROFTS,INC. 
35 West 32nd Street, New York 1, New York 
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Major Precision 
for Minor Techniques 
in Electrosurgery 


Boule 


BY LIEBEL- FLARSHEIM 


Here’s the new, inexpensive 
Office Bovie—built by the makers 
of the famous Hospital Bovies 
which almost every surgeon 
knows and trusts. 


The Office Bovie, like all Bovies, 
is thoroughly dependable, elec- 
trically safe, simple to control and 
easy to use. Designed especially 
for office use, it provides three 
distinct surgical currents (for 
electro-cutting, coagulation and 
epilation). 


For best results, use a genuine 
Bovie electrosurgical unit. Send to- 
day for all the facts. 


LIEBEL-FLARSHEIM CO. 
CINCINNATI 2, OHIO 
GENTLEMEN: 
Please send me at once and without ob- 


ligation your latest bulletin devoted to 
the Office Bovie and its uses. 


NAME 


ADDRESS. 
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why change the milk they 
thrive on? 


As a physician, you know what many mothers often 

fail to realize... that Pet Evaporated Milk, the same 

good milk that nourishes the child so well in infancy, 

is good milk to drink all through life! Infants in your 
care who have grown strong and sturdy on Pet Milk are 
accustomed to this good milk . . . to its taste and nutriment 
-..and they readily accept it as a delicious milk to drink! 


And it’s easy to prepare! Just pour a tall can of Pet Milk 
into a quart jar, add water to almost full, and chill to re- 
freshing beverage temperature. So suggest Pet Milk after 
weaning, too! The same qualities recommend it. . . its 
unfailing sterility, its easy digestibility, its low cost! 


FAVORED FORM 
OF MILK FOR 
INFANT FORMULA 


PET MILK COMPANY, 1485-E Arcade Bidg., St. Louis 1, Mo. 
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MEMO FROM 


THE MANAGING PUBLISHER 


Recentty GP moved its advertising sales office from 
Chicago to the New York area. The new address is 4 
Wilsey Square, Ridgewood, New Jersey. 

With eighty or ninety pages of advertising in each issue 
representing seventy or more advertisers, this is naturally 
one of GP’s busiest departments. The advertising business 
office is at headquarters in Kansas City, but the sales and 
service office, manned by Mr. Joseph Bourgholtzer, our ad- 
vertising manager, must be closer to the principal source of 
business. Hence a separate sales office. 

The move from Chicago to the East was induced by the 
fact that about two-thirds of the pharmaceutical and equip- 
ment companies—and their advertising agencies—are lo- 
cated in or near New York. The balance are centered in 
the Middle West. Better service can be rendered the entire 
list of advertising customers from the new sales office, 
without reducing in any degree the service enjoyed by our 
friends in the Chicago area. 

Medical advertisers have been extraordinarily compli- 
mentary in their enthusiastic reception of GP. In little 
more than a year it has become one of the top few leading 
advertising media in the field. In fact the point has been 
reached when we must reluctantly begin to decline new 
contracts. There is a limit to the amount of advertising 
our publication can accept if it is to remain primarily a 
scientific magazine and not become an advertising catalog. 
Some journals take all the advertising they can gt. GP 
accepts all the ethical and dignified advertising it can ac- 
commodate without exceeding a reasonable ratio of ad- 
vertising pages to text material. 

The new eastern office makes GP truly a far-flung en- 
terprise. 

Editorial and business offices are in Kansas City (which, 
the Chamber of Commerce will remind you, is in the heart 
of America). Here, at Academy headquarters. a staff of 
eight persons handles editorial processing, production, art, 
circulation, and business and publishing functions. The 
magazine is also printed in Kansas City. 

In Chicago, at 700 North Michigan is the office of GP's 
part-time medical editor, Dr. Walter C. Alvarez. 

From the office of the medical editor come scientific 
papers, items for the various medical departments in GP, 
and editorials on scientific subjects. In the head office these 
and advertising copy are put together with a considerable 
amount of staff-written copy, material purchased from free 
lancers for the nonscientific departments, and illustrative 
art obtained from selected artists all over the country. It 
is the job of our production editor, Mr. John Robson, to 
assemble this material, lay out the pages, get it printed, and 
in the mails on time. —M.FE.C. 
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Preferred therapy in seborrheic dermatitis 


Pragmatar is generally recognized as the most effective preparation 
available for seborrheic dermatitis, and for the general care and hygiene of 
the seborrheic scalp. It is also extremely valuable in eczematous and 
psoriatic eruptions in which a seborrheic factor is involved. 


Pragmatar incorporates—in a superior oil-in-water emulsion base— 
carefully balanced proportions of three of the drugs which are fundamental 
in dermatological practice. Pragmatar is non-gummy and 

non-staining; easy to apply and easy to remove. 


PRAGMATAR 


Highly effective in an unusually wide range 
of common skin disorders 


Smith, Kline & French Laboratories, Philadelphia :PragmatarT.M. 


FORMULA: Cetyl alcohol-coal tar distillate, 4°; near-colloidal sulfur, 
3%; salicylic acid, 3°%—incorporated in a special washable base. 


GP @ Volume Ill, Number 5 


ae 
| 
Ag 
2 


Secretary’s Newsletter 


Delegates Act On > Sole authority over the evaluation and standardization of 

Hospital Standards medical practice in hospitals should be vested in the American 
Medical Association. ... This was the essence of a resolution 
adopted by the Academy Congress of Delegates at its San Fran- 
cisco meeting. 


The action reaffirmed a motion passed by the Congress at its 
previous meeting and Subsequently communicated by the Board 
of Directors to the American Medical Association, the American 
Hospital Association, and the American College of Surgeons. It 
opposes proposals that the “hospital standardization program 
formerly conducted by the ACS be conducted by a joint committee 
representing the AMA, AHA, ACS, and American College of 
Physicians. 


the hos hospital program it had so ably conducted for! many years, 
the Trustees of the AHA stated their association would "assume 
full responsibility for the hospital standardization program 
now conducted by the ACS." N Notwithstanding objections raised by 
the AAGP and subsequently voiced by the AMA, the AHA took 

action at its annual meeting last fall to take over the program. 
It was announced that the ACS staff in charge of the work would 
be employed by the AHA. 


Academy Disapproves pb Thereafter a series of conferences led to a compromise agree- 

Compromise Proposal ment for a joint committee composed of eight representatives 
from the AMA, eight from the AHA, four from the ACS, and four 
from the ACP. A resolution ¢ opposing this compromise and de- 
manding that the entire program be delegated to the Council on 
Medical Education and Hospitals of the AMA was rejected by the 
AMA House of Delegates at its meeting last December. The Board 
of Trustees was authorized to continue its negotiations. 


Declaring that the AMA is the only organization representa- 
tive of the entire medical profession, the Academy resolution 
urges that the compromise agreement be disapproved. Copies 
have been sent to Academy delegates and state officers with the 
request that they discuss the problem with AMA delegates from 
their respective state medical societies. 


of the he AMA. Unless some compelling argument in favor of a joint 
committee is advanced, indications are that a majority of the 
AMA delegates will agree with the Academy view that the Council 
on Medical Education and Hospitals is the only proper and 
logical body for control of this important phase of medical 
practice. 


Decision on the issue will likely be made at the June meeting 


Adopts Definition of > A definition of "general practitioner" was adopted by the 
General Practitioner Congress when it t approved revisions in the He Hospital Manual sub- 
mitted by the Commission on Hospitals. The Manual contains the 
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be When the ACS announced its decision last vear to discontinue 
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Annual Conference 
For State Officers 


Committee Members 
Appointed by Board 


following definition: "A general practitioner is a legally 
qualified doctor of medicine who does not limit his practice to 
a particular field of medicine or surgery. In his general 
capacity as family physician and medical advisor he may, how- 
ever, devote particular attention to one or more special fields, 
recognizing at the same time, the need for consulting with 
qualified specialists when the medical situation exceeds the 
capacities of his own training or experience." 


& In considering other committee reports and resolutions the 
Congress of Delegates: 


Approved an annual conference of state officers to be held 
immediately following the Annual Assembly... 


Referred to the Commission on Education the question of 
clarifying Academy requirements for continuation study... 


Authorized the same Commission to hold regional conferences 
of state chapter committees on education... 


Referred to the standing Committee on Constitution and 
By-Laws a proposed amendment providing for proportionate rep- 
resentation for state chapters in the Congress of Delegates... 


Commended Dr. J. Richard Fowler and the members of his Build- 
ing Committee for their accomplishments in obtaining contri- 
butions to the permanent building fund... 


Accepted with thanks a grant from the M &R Laboratories for 
annual "M & R Awards" consisting of two cash awards of $1,000 
each to be presented to the two Academy members who contribute 
the most significant articles for publication inGP... 


Adopted a resolution reaffirming the Academy's opposition 
to socialized medicine but rejected another resolution disap- 
proving the acceptance of Federal subsidies for postgraduate 
training in public health... 


Urged Academy members to promote and support Blue Shield and 
other approved voluntary medical insurance plans. ... 


® The Board of Directors, after disposing of a prodigious agenda 
in its two-day meeting, reappointed certain standing commit- 
tees and continued others until suggestions for new appointees 
could be secured from state chapter officers. Dr. Murland F. 
Rigby, Rexburg, Idaho, a new member of the Board, was appointed 
chairman of the Commission on Membership and Credentials. Dr. 
Joseph Lindner, Cincinnati, was named chairman of the Com- 
mission on Scientific Assembly. The Commission is already 
making plans for next year's program. 


After approving the report of the Building Committee, the 
Board appropriated $20,000 from the general treasury for the 
acquisition of a site for the Academy's future headquarters 
building. 


To serve with Chairman William B. Hildebrand and Treasurer 
U. R. Bryner on the Executive Committee, the Board elected Dr. 
J. P. Sanders and Dr. Fred M. Humphrey. 


Respectfully yours, 
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toxin by-products o intestinal 


tration of colloidal kaolin relieves 

_inflammation of intestinal wall. 
pleasing to take 

quick-acting, suitable for any age. 


EED PRODUCTS ce 
8 OHIO 
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sulfonamide 
studied 


Yes, SULFACETAMIDE... the least toxic sulfona- 
mide reported in Lehr's clinical studies ... is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 


1 The established antibacterial power of three sulfas. 


2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in polatable 
tablets. 


SULFACETAMIDE 
SULFADIAZINE 


Pleasant tasting 


Each teaspoonful or tablet contains 0.5 Gm. (72 S U L FAM E R AZI N E 


grs.) of the rapidly soluble sulfonamides 1:1:1 
Also 


PANSULFA WITH PENICILLIN 
(Each tablet contains 100,000 units of Crystal- Merrell 
line Penicillin Potassium G in addition to the 1828 *see Lehr, D: Federation Proc. 8:315 (1949) 


above formula) 6.6. “PANSULFA” trade-mark 
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Francisco, Calit.; R. Glenn Spurling, M.D., Louisville, 
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the least 
toxic 

sulfonamide 
studied" 


Yes, SULFACETAMIDE... the least toxic sulfona- 
mide reported in Lehr's clinical studies ... is now 
combined with sulfadiazine and sulfamerazine as 
Pansulfa, with these therapeutic advantages: 


1 The established antibacterial power of three sulfas. 
2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 
tablets. 


Pleasant tasting SULFACETAMIDE 


PANSULFA 


SULFAMERAZINE 


Each teaspoonful or tablet contains 0.5 Gm. (7% 
grs.) of the rapidly soluble sulfonamides 1:1:1 
Also 


PANSULFA WITH PENICILLIN 


(Each tablet contains 100,000 units of Crystal- 
line Penicillin Potassium G in addition to the *see Lehr, D: Federation Proc. 8:315 (1949) 
above formula) 8.3.8. “PANSULFA” trade-mark 
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Editorial Advisory Board 


Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa.; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infecti Di Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Downing, M.D., Chicago, II1.; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Baltimore, Md.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., New York, N. Y.; Willard O. Thompson, M.D., 
Chicago, Ill. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 
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General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Atlantic City, 
N. J.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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Therapeiitic penicillin Lesage 
in EASY, PLEASANT with 


IN A DROPPERFUL 


Cuailakke un Yee. 
coritaining. 600,000 uni, 


200,000 unt. 


| IN 
IN A TEASPOON FUL 
un 60cc. bottle 


Both a 
vanilla, 


X BUFFERED PENICILLIN 
G POTASSIUM 


WHITE LABORATORIES, INC, 
Pharmaceutical Manufacturers, Newark 7, N.J. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harold Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Topeka, Kan.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel 
Hill, N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; 
D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 
N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 


capsules 
12. 00 mcg. 


Biz and Folic Acid 
plas 
Intrinsic Factor 


phia, Pa. 
Ferrous Gluconate ......990.00 mg. 
Liver Concentrate ........390.00 mg. 
Desiccated-Defatted ....750.00 mg. 
Thiamin Mononitrate 6.00 mg. 
+ Riboflavin ..... 6:00 mg. 
Calcium Pantothenate .... 6.00 me. 
"Supplied: Bottles of 100 
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WYDASE IN RECENT CLINICAL APPLICATIONS 


Part of a series on its expanding uses. 


LOCAL ANESTHESIA 
IN TONSILLECTOMY 


FROM A RECENT REPORT:! 


e Wydase is a safe adjunct to solutions used for 
local anesthesia in tonsillectomy and in other 
surgical procedures. 


e Rapid diffusion enables the surgeon to begin the 
operation immediately after injection and to use 
less material. 


e Healing is hastened because there is less tissue 
reaction. 


e There were no untoward reactions, local or 
general. 


1. Heinberg, C.J.: Eye, Ear, Nose & Throat Monthly 30:31 (Jan.) 1951. 


In Hypodermoclysis — Wypast prevents pain 
from stretching of tissues, facilitates intro- 
duction of fluids when intravenous adminis- 
tration is impractical. 


In Local Anesthesia —Wypaset, added to the local 
anesthetic, contributes depth and facility to 
anesthesia, minimizes tissue distortion. 


Highly purified WyDAsE in dry form is stable 
indefinitely; keeps in sterile solution in a cool 
place for 2 weeks—refrigeration unnecessary. 


LYOPHILIZED 


HYALURONIDASE, WYETH 


*Trade-mark 


WYETH INCORPORATED, PHILADELPHIA 2, PA. 
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Chis Month’s Authors 


William A. Bickel, M.D., 


an orthopedic surgeon at the Mayo Clinic—a position he has held since 1942—is also As- 
sistant Professor of Orthopedic Surgery at the Mayo Foundation. Before this appointment, 
Dr. Bickel was plant surgeon for the International Harvester Company and practiced 
general medicine and surgery in Milwaukee. He received his medical degree from North- 
western University Medical School. Dr. Bickel is a member of various orthopedic so- 
cieties and author of numerous articles on orthopedic subjects. 


Edwin J. DeCosta, M.D., 


a native of Chicago, was graduated from Rush Medical College in 1929. He interned 
at Cook County Hospital and served residencies at this hospital and at Michael Reese 
Hospital, where he is now Associate Attending, Department of Obstetrics and Gynecology. 
Dr. DeCosta is also Assistant Professor, Northwestern University Medical School, De- 
partment of Obstetrics and Gynecology, and a member of the American Board of Obstetrics 
and Gynecology. 


Maurice Segal, M.D., 


a member of the Editorial Advisory Board of GP, is Clinical Professor of Medicine at Tufts 
College Medical School and Director of the Department of Inha.ational Therapy at the 
Boston City Hospital. Dr. Segal’s primary interest is in diseases of the chest. His re- 
search activities center about the investigation of therapeutic procedures and agents to 
maintain pulmonary function. Author of The Management of the Patient with Severe 
Bronchial Asthma, he is also a contributing editor to the Annals of Allergy. 


Reginald H. Smithwick, M.D., 


is Professor and Chairman, Department of Surgery, Boston University School of Medicine, 
and Surgeon-in-Chief, Massachusetts Memorial Hospitals, Boston. He served an intern- 
ship and residency at Massachusetts General Hospital, and following this, was associated 
with the Department of Surgery of Harvard Medical School. Dr. Smithwick is Director 
of the Smithwick Foundation, which was established in 1947 as a division of the Massa- 
chusetts Memorial Hospitals. A member of the editorial board of the Boston Medical 
Quarterly, he is also associate editor of Angiology. Sailing and fishing occupy his spare time. 


Lyon Steine, M.D., 


practices in Valley Stream, New York, and is secretary of the Nassau County chapter of 
the Academy. A native of Montreal, he was graduated from McGill University where he 
was an enthusiastic skier and a member of the boxing team. Following graduation, he 
served a three-and-one-half-year residency at Mount Sinai Hospital in New York. Dr. 
Steine’s article appearing in this issue is his third contribution to GP. He devotes his spare 
time to photography, carpentry, and writing. 
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Now — 6 choice meats 
for the bassinet crowd: 
Gerber’s Strained Beef, 
Veal, Liver — and new Lamb, Beef 
Hearts and Pork. All true-flavor and 
true-color. All prepared from tender, 
extra-lean Armour cuts. The same 
facts apply to Gerber’s Junior Beef, 
Veal and Liver. 


ARMOUR 


Gerber’s easy-to-digest meats mean 


FOR COMPLETE MEAT ANALYSES, 
please write on your letterhead 
to Dept. 105-1, Fremont, Mich. 


RAINED 
LAMB 


— AMB BROTH AD 


less worry for you, less work for 
mothers. Yet they cost far less than if 
Mom did all the scraping and cooking 
herself. 


Do you start infants on cereal and 
meat simultaneously? Nowadays 
many doctors do. Only Gerber’s, whose 
only business is baby-feeding, offers 
both cereals and meats. 


Babies are our business 
7 only business! 


BABY FOODS 
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The Stuart Formula is one of the oldest 
ethical multivitamin products in the 
nation, yet constant improvements to 
meet medical demands have kept it one 
of the finest ethical multivitamin prod- 
ucts available...compare. 


Now- 
trace minerals 


added 


@aee eee eee 


the Stuart 
formula 


The Stuart Formula is a complete main- 
tenance multivitamin, containing a 
complete B Complex including natural 
factors. Two Stuart Formula tablets also 
provide adult maintenance amounts of 
iron and iodine plus trace minerals. 


LOW IN CosT 
TO YOUR PATIENTS 


Vitamins 
ADB, B, 
P-P BCE 
Calcium Pantothenate 
including entire 
B Complex 
and Minerals 


== 
= 
= 
the 
— 
= 
= —— — = 
- 
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a THE FIRST PRODUCT OF ITS KIND 


All amino acids (and only amino acids) in oral 


form in correct ratio to maintain nitrogen balance. 


The sick person’s amino acids requirements usually increase greatly, yet the 

ability to digest protein often decreases. Now you can prescribe in oral form a 

measured amount of amino acids, immediately available for absorption since 
no further digestion is necessary. 


BLAND TASTE... EASY TO TAKE 
READILY SOLUBLE 
COMPLETELY NON ALLERGENIC 
1 tablespoonful containing appproximately 5 grams of 


amino acids is readily soluble in as little as 1 oz. of water. 
High solubility and bland taste permit massive dosage. 


6-02. bottles available at all pharmacies 


ALSO NEW...in Tablet Form 
the Stuart 
Amino Acids and Bi2 


(TABLETS) 
AVAILABLE IN BOTTLES OF 100 TABLETS 


: 
‘PROLUTON (Progesterone US.P.) in oil for intramuscalar injection. : ; 
+5 


No one appreciates will-power more than the obese patient on a 
reducing diet. With all the high-caloric temptations that constantly beset obese people, 
supplemented will-power is really required to resist food. 


OBOCELL, a new therapeutic substitute for will-power, is based upon the newer 
concepts of hunger and appetite. Each Obocell tablet supplies (1) the widely 
accepted appetite-curbing action of dextro-amphetamine phosphate, 
PLUS (2) the well recognized bulking action of methylcellulose, a non-nutritive 
material that suppresses bulk hunger by filling the intestines. 


Composition: Each tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 
150 mg. Supplied: Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


Literature and Samples on Request. 


IRWIN, NEISLER & COMPANY > DEPT. Gp. > DECATUR, ILLINOIS 
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Double THE POWER TO RESIST FOOD... r 


Yours Cruly.. . 


LETTERS FROM OUR READERS 


What Do You Prescribe? 
Dear Sir: 

May I suggest an article, or should I say, a symposium, 
by your Editorial Advisory Board on the subject of 
“favorite prescriptions.” 

This would be a choice subject for some of us younger 
general practitioners especially. Each man could give us 
a few of his pet Rx’s. 

The English journal, The Practitioner, in July 1950, 
published such a symposium and it met with such favor 
over there that it was reissued in booklet form. 

I earnestly hope that you may see fit to follow 
through on this suggestion. 

In any event, please keep up your wonderful editorials. 
What pearls! 

Josern E. Moytan, M.D. 


Scranton, Pennsylvania 
What do others think?—Epb. 


Personal vs. Impersonal Medicine 
Dear Sir: 

For some time now I have watched with a great 
degree of interest, the progress and activities of the 
American Academy of General Practice. I am a firm 
believer in the principles and ideals of the Academy 
because I have the conviction that the present trend of 
American medicine is rapidly being drawn toward over 
specialization. This trend, in my opinion, is both 
pernicious and unwise. It is pernicious because, in many 
instances, there is a subtle if not deliberate attempt to 
label as mediocre the general practitioner who has, down 
through the ages, enjoyed the confidence and trust of the 
average American family. It is unwise, because the 
process of forging every young physician into the mould 
of specialization places a premium on didactic and 
theoretical attainment of scientific data with the patient 
as an impersonal guinea pig for the application of this 
data. 

While I am a sincere believer in the high purpose of 
keeping always elevated the standards of medical practice, 
which the Specialty Boards advocate, it seems that the 
warm and sympathetic understanding of the doctor- 
patient relationship is fading. Everything should be done 
to protect and preserve the dignity and familial confidence 
of the general practitioner who considers the patient in 
his full integrated aspect as a human being. 
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I would consider it a real privilege and a signal honor 
to be admitted to membership in the American Academy 
of General Practice. Please accept this letter as an 
application for membership. 

Cuartes N. Prrrs, M.D. 
Tuskegee, Alabama 


Assembly Was Fine 
Dear Sir: 

Just a word to tell you how much I enjoyed being 
with you at the San Francisco meeting. 

It was exceptionally well organized. I like the idea of 
most of the speakers being given enough time to clearly 
present their topics and also correlating most of the 
program. 

As President of the National Council of Family 
Relations, let me express my appreciation of the very 
choice spot which was given us for our exhibit. I know 
that the local committee which set up the exhibit 
appreciates the interest of the physicians and the marvelous 
co-operation they received. 

Naoprna R. Kavinoxy, M.D. 
Los Angeles, California 
P. S. In some way your journal and meetings should be 
brought to the attention of many specialists who have 
lived an isolated life as far as medicine is concerned. 


Dear Sir: 

It was a real pleasure to be at the 1951 Scientific 
Assembly and to participate on the program. More than 
that I felt that the specialist was quite as much concerned 
with the program which was presented as was the man 
in general practice. I stayed through the entire meeting 
and enjoyed the last session on Thursday morning as 
much or more than any of those which preceded it. 

As I was checking out of the hotel, I met Dr. Nadina 
Kavinoky. I asked her why she had remained until the 
last day and she said that she had never been as 
impressed with a medical meeting and that she intended 
to take advantage of future programs of the American 
Academy of General Practice. As a specialist, she said 
that she had too long limited herself to gynecology and 
obstetric meetings and that the meetings and exhibits in 
San Francisco made her feel like a real doctor again. 
She expressed the hope that someone would write an 
editorial for your excellent journal GP, recommending the 

(Continued on page 21) 
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A MORE 

ADEQUATE 
APPROACH TO 
MENOPAUSAL THERAPY 


TRANSIBARB Capsules provide three- 


fold, symptomatic relief in the manage- 


ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . . . control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 

its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HC1., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


Literature and 
samples to 


physicians 


on request. 


George A. Breon«e Company 
ay Pharmaceutical Chemists NEW YORK 18, N. Y. 
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(Continued from page 19) 
attendance at future meetings of a larger group of 
specialists. 1 am sure that her suggestion is a wise one. 
Georce T. Harpinc, M.D. 
San Francisco, California 


An Anniversary—An Author 


Dear Mr. Cahal: 

We have sent your copy of the Current Medical Digest 
for March by first class mail, because we believe you will 
want to read the special articles, dealing with the 
American Academy of General Practice which appear in 
it, before leaving for the Scientific Assembly in San 
Francisco. 

Several reasons prompted our editors to print the special 
articles about the Academy: 

The March issue of GP marks the completion of the 
first year of successful publication of the magazine of the 
American Academy of General Practice. To congratulate 
GP on the occasion and to call it to the attention of our 
117,000 physician readers, Current Medical Digest has 
included a four-page illustrated article, “We Light a 
Candle.” In this article, we have included the story of the 
organization of the Academy, the founding and des- 
cription of GP, and an outline of the program of the 1951 
Scientific Assembly. 

Dr. Stanley R. Truman has written a book, The 
Doctor: His Career, His Business, His Human Rela- 
tions, which is due off the press about the time of the 


convention. So that all of our readers will know how 
valuable this book may be to them in their practice, we 
have printed a condensed chapter, “Patient Relations— 
Maturing in Medicine.” 
J. Wiscorr 
Managing Editor, Current 


Baltmore, Mary!and Medical Digest 


WE LOVE YOU TOO. THANKS FOR YOUR SPLENDID 
TRIBUTE TO GP AND YOUR DISCERNING REPORT ON 
OUR AIMS AND IDEALS. 

MAC F. CAHAL 


Wanted 
Dear Sir: 

This letter is being written in hope that you can aid in 
procuring the services of another physician for Williams, 
Arizona. 

We recently lost one of our local doctors to the armed 
forces leaving only one physician to care for approxi- 
mately 3,500 people in the area. As a result of this 
terrific overload, our local physician, John H. Calley, 
M.D., is near the point of exhaustion and cannot 
completely serve the numerous people seeking his 
attention. 

It is felt that Williams has a lot to offer a good general 
practitioner in as much as it has a nice climate, located 
in the pine forest on Highway 66, south of the Grand 
Canyon, and offers the facilities of a new, modern, well- 
equipped, 20-bed hospital. 

(Continued on page 23) 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 


* Chocolate flavored—No chalky taste 
%* Non-irritating—No side effects 


@ EACH TABLET CONTAINS 
Calcium Levulinat 


° INDICATIONS 


Vitamin B, (Thi ) 


Tetany 
Arthritis 


Vitamin C (Ascorbic Acid) 


© DOSAGE 
Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO 


Vitamin D (Steenbock) 250 U.S.P. Units 


800 N. Clark St. 


Skin Conditions 
Muscular Fatigue 

Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


LABORATORIES 


Chicago 10, I. 


sample and 
literature 


Enclose 
professional 
card 


WILCO 
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in intractable peptic ulcer 


when other therapy fails 


KUTROL 


peptic ulcer inhibitant 


Controlled studies with intractable peptic ulcer patients 
show these advantages: 


i response in up to 70 to BO per cent of patie nts 


Noteworthy results in patients with ulcer of long duration and where conven- 
tional methods have failed.’ 


leer often in a matter of weeks 


Rapid relief of symptoms and disappearance of ulcer crater. The beneficial 
action of KUTROL is believed to be due to fibroblastic proliferation, new 
formation of blood vessels and epithelization of the mucosa. 


Normal three-meals-a-day schedule as soon as the condition of the patient 
warrants. Unlike older methods of treatment KUTROL therapy does not 
require a continuous restricted dietary regimen for an indefinite period of time. 


No toxicity, intolerance or idiosyncrasy noted. 


KUTROL (uroenterone, Parke —Davis), KUTROL Kapseals, 75 mg., are supplied 
also known as uroanthelone, contains a in bottles of 100. 

non-estrogenic factor or factors which References: 

alleviates the symptoms and stimulates 1. Page, R. C., and Heffner, R. R.: Oral Treat- 
healing of crateriform peptic ulcers.?-3 ment of Chronic Duodenal and Jejunal 
The usual dosage is two KUTROL Kap- Ulcers with an Extract of Pregnant Mares’ 
seals® four times daily, one-half hour be- 

fore mealtimes and at bedtime. KUTROL &. Sandweiss, D. J.: The Present-Day Treat- 


ment of Duodenal Ulcer, Pennsylvania M. J. 
is not intended for use in cases of surgical 521543, 1949. 


complications, including pyloric obstruc- 8. Sandweiss, D. J.; Saltzstein, H. C.; Schein- 
tion, penetrating or perforating ulcer, or berg, S. R., and Parks, A.: Hormone Studies 
in those cases of gastric or other ulcer in in Peptic Ulcer, J.A.M.A. 144:1436, 1950. 


which a possibility of malignancy exists. Descriptive Literature Available On Request 
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(Continued from page 21) 

It is sincerely hoped that you will bring this to the 
attention of any qualified physicians who might be 
interested. You can assure them of a prompt reply with 
answers to any of their questions. 

Cuartes M. Proctor 
President, Board of Directors 
Williams, Arizona 


Alaska, Too! 
Dear Sir: 

During a recent speaking engagement in Seattle, 
Washington, I chanced to discuss the A.A.G.P. with a 
group of general practitioners from Alaska. They stated that 
an active group of doctors is located in this section and 
that they are anxious to form an Alaskan Chapter of the 
A.A.G.P. 

Of course, you are the best judge to decide. 

Puitie Tuorex, M.D. 
Chicago, Illinois 


Orchis Orchidaceae 


Dear Sir: 

I should like you to know how much I’ve enjoyed GP’s 
scientific articles to date. 1 refer particularly to “Under- 
standing the Alcoholic,” “The Art of Interviewing,” and 
“The Emotional Problems of the Chronically Ill” in psy- 
chiatry. The two papers by Doctor Laplace were models 


of medical writing in comprehensiveness, clarity, and 
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Dorsaphyllin now affords the therapeutic action of theophylline, Tablets « Elixir * Suppositories 
buffered by sodium glycinate to reduce gastric irritation. With gastric For children, palatable Elixie 
acidity thus neutralized and precipitation of theophylline in the ae See See Se Sagar 
stomach prevented, the buffered drug is well tolerated in larger positories are available. : 
doses. In addition, having neither enteric nor sugar coating, 
Dorsaphyllin tablets disintegrate rapidly in the stomach and 
absorption begins immediately. By permitting the physician a 
freer hand in determining dosage, and by removing the obstacle Paul and “Montgomery, 4. 
to prompt therapeutic response, Dorsaphyllin brand of theophyl- , 


line-sodium glycinate is providing new leverage in the manage- and Carr, J.A.Ph.A., Vol. 
ment of such disorders as congestive heart failure, Cheyne-Stokes 


respiration, bronchial asthma, and status asthmaticus. dies, 1950, p. 285 


simplicity. I refer to his articles on “Congestive Heart 
Failure” and “Coronary Arteriosclerosis.” 

Your selection of subjects of interest and value to the 
general practitioner has been outstanding. May you con- 
tinue your present fine work for many years to come. 

Gerson Fapen, M.D. 
Barnesboro, Pennsylvania 


Afterthought 

ear Sir: 

I want to congratulate you most heartily upon the 
fine journal that you are editing. I look back many years 
and think what great value it would have been to me 
when I was in general practice in a small town in Western 
Kansas. 

Morris B. Simpson, M.D. 


Kansas City, Missouri 


Even in the Far East 
Dear Sir: 

I would like to tell you how helpful and useful GP 
has been to me while on duty in the Far East. In a brief 
but interesting and complete manner it has kept me in- 
formed on current medical advances and kept up my in- 
terest in professional subjects under difficult circumstances. 

Georce R. Cocks, M.D. 


A.P.O. 1054 


San Francisco, California 


Dorsaphyllin is acceptable and 
sensitive, Dorsaphyllin 


From The Literature 
e Bubert and Cook, Bulletin 
of School of Medicine, Univ. 
Vol. 32, pp. 


Iowa State M 
1948. 
e Krantz, Holbert, Iwamoto 
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patients can’t 


“SLEEP OFF” hypertension... 


prolonged vasodilation should accompany sleep 
as well as the day’s activities. (One more reason why 


NITRANITOL is the most universally prescribed 


drug in the management of hypertension.) 


NITRANITOL 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


When vasodilation alone is indicated. Nitranitol. 
(% gr. mannitol hexanitrate. ) 


Merrell When sedation is desired. Nitranitol with Pheno- 
CINCINNATI © USA. barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


4 For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula. ) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 


hexanitrate combined with % gr. Phenobarbital and 1% grs. 
Theophylline. ) 
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PULVULES 


(Liver, Biz, Iron, and Vitamins, Lilly) 


PROVIDE ALL THE FACTORS OF CLINICALLY PROVED 

VALUE FOR THE COMPLETE TREATMENT OF ANEMIAS ONE PULVULE 
RETICULEX 
CONTAINS: 


MINOT AND MURPHY 
pernicious.anemia therapy with liver (J. A. M. A., 87:470, 1926) 


COHN, MINOT, ALLES, AND SALTER 
isolation of liver fraction ‘containing active a.p.a. principle (J. 


Biol. Chem., 77:325, 1928) 


CASTLE AND MINOT 

intrinsic-extrinsic theory (a protein in food interacted with gas- 
tric juice to form a.p.a. principle) (Pathological Physiology and 400 mg. 
Clinical Description of the Anemias, p. 17 and p. 137. New York: 
Oxford University Press, 1936) 

WALDEN AND CLOWES 

interaction of liver and stomach extracts—three to fourfold in- 


crease in antianemia potency obtained (Proc. Soc. Exper. Biol. & 
Med., 29:873, 1932) 


LIVER-STOMACH 
CONCENTRATE, LILLY 


FOWLER AND BARER FERROUS SULFATE, 


oral inorganic iron more effective than injectable iron (Arch. Int. ANHYDROUS 
Med., 60:967, 1937) 200 mg. 


MOORE VITAMIN C 


the role of reducing agents, such as vitamin C, in iron absorption (Ascorbic Acid), 50 mg. 
(J. Clin. Investigation, 18:553, 1939) 


BETHELL, MEYERS, AND NELIGH 


felic acid effective in macrocytic anemias of pregnancy that do 
not respond to vitamin Biz (J. Lab. & Clin. Med., 33:1477, 1948) 


FOLIC ACID, 0.33 mg. 


SHORB VITAMIN Bi2 = 
activity of vitamin Biz as found in liver (Science, 107:397, 1948) ( Activity Equivalent) a 


* As determined microbiologically against vitamin Biz standard. 10 micrograms 


Detailed information on Pulvules ‘Retic- 
ulex’ is personally supplied by your Lilly 
medical service representative. 


EL! LILLY AND COMPANY 
Indianapolis 6, Indiana, U.S. A. 
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Editorials 


Fait Accompli 


RECENTLY there came to our attention an agreeably 
enlightening story about how a general practice de- 
partment was installed in a newly opened general 
hospital. It was brought about by a strategy that 
must have come as a surprise to the administrators 
who had originally planned to make it a specialists’ 
institution. Further, the manner in which the feat 
was accomplished is a heart-warming demonstration 
of the high regard which the average patient holds 
for his family doctor. 

This, then, is the story: When the local chapter 
of the Academy of General Practice in a large 
southern city learned that the city’s new general 
hospital had no provision for a department of gen- 
eral practice, the group approached the proper medi- 
cal executive group with a proposed plan for such 
a department. When the request was denied, it was 
learned that the matter had been thoroughly dis- 
cussed at an organization meeting, and that the 
hospital executives were letting the matter drop in 
the anticipation that the general practitioners would 
follow their traditional course of “doing nothing 
about it.” 

Contrary to these expectations, the executive com- 
mittee of the Academy’s county chapter met and 
issued a strongly worded resolution which was sent 
to the hospital authorities, to other interested medi- 
cal and hospital groups, and which called for an 
eventual appeal to the local press. Even then, the 
meeting of the hospital authorities and the general 
practice men which was called as a result of the 
resolution brought only frank negation of all pro- 
posals. 

The hospital began operation with only a few 
general practitioners on the staff as courtesy mem- 
bers of the various specialty departments. It was 
apparent to local Academy members that more 
stringent action was necessary. 

It was a patient who furnished the key to the 
establishment of a general practice department in 
the hospital. When this man learned that his own 
family doctor was not a member of the staff, he 
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asked if letters to the hospital authorities would 
help. The idea clicked. The doctors found that 
there was no such thing as an unenthusiastic pa- 
tient—all were eager to help. The hospital was hit 
with a veritable flood of letters just as it was mak- 
ing another appeal for public funds. The pressure 
of these requests resulted in the announcement in 
the local press that a general practice department 
had been established, thus obviating the need of 
any further action on the part of the Academy's 
local chapter. 

This instance is a fine example of the results of 
public appeal on the part of doctors to their patients. 
Awareness of the influence of the individual patient 
and the thoughtful use of this influence can be a 
powerful instrument in restoring the family physi- 
cian to his rightful place in American medicine. 


British Health Service Faces Rocks 
Tue National Health Service in England is headed 


for bankruptcy according to an article in a recent 
issue of the British Medical Journal. Financially 
the services promised are beyond the Treasury's 
ability to pay, but what is worse, the quality and 
even the quantity of medical service is being re- 
duced. 

The article points out that one of the main rea- 
sons the medical profession went along with the 
government in its proposed National Health Serv- 
ice program was the promise of an opportunity to 
develop a better system of distributing high quality 
medical care to the people. For example, the gov- 
ernment was to provide health centers in the smaller 
communities in which general practitioners could 
practice as a group with all the aids of modern 
medicine; the Spens Committee recommendations 
for increasing the remuneration to general prac- 
titioners was to be put in effect; consultants or spe- 
cialists whose services were not covered under the 
old health insurance system were to be more evenly 
distributed and given a greater opportunity for serv- 
ice and remuneration. 


The new National Health Service plan has been 


in operation for two and one-half years, and noth- 
ing has been accomplished in regard to improving 
the quality or the distribution of medical services. 
General practitioners are underpaid over- 
worked, and consultants who are on a salary at hos- 
pitals are being discharged due to lack of funds in 
the National Health Service System. There has 
been no expansion of the public health services 
under the system. 

sundries, 


Expenditures for drugs, medicines, 


glasses, and orthopedic appliances have been in- 
creasing steadily due to the National Health Serv- 
ice’s attempt to provide all types of medicines and 
appliances without charge to the insured. The 
British Medical Association believes that the over- 
utilization, particularly in regard to drugs, glasses, 
diagnostic services, and hospitalization, can be re- 
duced if some small token payment be required 
from the insured. Such a token payment would not 
set up a financial barrier between patient and 
needed medical services, but would greatly reduce 
the demand for nonessential drugs and appliances, 
and would increase the money av atidite for improv- 
ing the services. 

The weaknesses in the British system appear so 
obvious, it is difficult to comprehend the govern- 
ment's failure to correct it. The decision to attempt 
to provide a comprehensive medical service to all 
the people under a government insurance was 
made by a Coalition Government during a war for 
survival and put into execution by a Labor Govern- 
ment. The inability of the government to give the 
people something for nothing should be sufficiently 
apparent to the people by this time. 

It would seem logical for the Labor Government 
to grasp at any recommendations from the medical 
profession that would assist in saving the govern- 
ment’s program from complete disaster. However, 
there has been no indication to date that the gov- 
ernment has intimated in any way that it will at- 
tempt to improve the services according to the Brit- 
ish Medical Association’s recommendations. 


More Courses in Pediatrics Needed 


A survey conducted by the American Academy of 
Pediatrics in 1949 showed that general practitioners 
provided about 85 per cent of the medical care for 
children and_ babies. 


Continued advancement in 
maternal and child health, therefore, is dependent 
to a large extent upon the efforts and skill of the 
family doctor—the general practitioner—in this par- 
ticular branch of medical care and health education. 


Pediatrics and maternal and child health care 
should be an important part of the American Acad- 
emy of General Practice’s program of continuation 
study for its members. In many states programs are 
being developed for closer co-operation in carrying 
on child health care programs by the state medical 
society, the state chapters of the American Academy 
of Pediatrics, and the American Academy of Gen- 
eral Practice. 

For example, in Ohio the State Medical Associ- 
ation has recommended that the Association “foster 
a program in which teams of physicians will go out 
from medical centers and meet with county medical 
societies to discuss current pediatric problems and 
give demonstrations of common pediatric proced- 
ures.” 

The Association further agreed to “foster a pro- 
gram of postgraduate courses in pediatrics in the 
medical centers of the state for physicians in general 
practice. 

In making these recommendations, the Ohio 
State Medical Association specifically solicited the 
co-operation of the state chapters of the American 
Academy of General Practice and of the American 
Academy of Pediatrics. 

A good example of a regional program is the 
Southern Pediatric Seminar held each summer at 
Saluda, North Carolina. This course consists of a 
two-week seminar in pediatrics with daily clinics 
held at the Spartenburg Baby Hospital in Saluda. 
Faculty members of medical schools serve as in- 
structors and the course is open to all physicians. 
The tuition fee is $40 for the two-week course. 

The Academy’s state chapters in the surrounding 
area are co-operating with the officers of the 
Southern Pediatric Seminar in forwarding this im- 
portant educational program and helping to make 
it a success. 

State chapters of the American Academy of Gen- 
eral Practice that are engaged in building up edu- 
cational programs for their members would do well 
to approach their state medical society and the state 
chapter of the American Academy of Pediatrics 
with the recommendation that a co-operative pro- 
gram of education on pediatrics and child health 
care be developed in their state. Practically all gen- 
eral practitioners would be interested in such a pro- 
gram, and the benefit to the people of their com- 
munity would be of real significance. An effective 
co-operative child health care program directed and 


‘ operated by local family physicians would elimi- 


nate the demand for more public health services 
in this area of medical practice. 
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Ethics Gear Medicine to Social Needs 


“THE same enormous increase in our knowledge of 
how to care for the sick which has given rise to 
specialization has tended to stress scientific treat- 
ment at the expense of the art of medicine. . . . 
Even the new drugs have lowered mortality and 
morbidity rates without parallel increase in patient- 
satisfaction, for the patients find the best physical 
care inadequate when they themselves have de- 
generated in the scientific doctors’ hands from loyal 
dependents into mere cases. 

“While these and other changes have taken place 
in the profession, the individual patient continues 
to need what he has always needed: a reliable, re- 
sponsible doctor to look after his health on a round- 
the-clock, through-the-year basis; to see him through 
illnesses not only with scientific treatment but also 
with that human sympathy which is now called 
‘psychosomatic support’; to act as a trusted liaison 
officer when he must consult a specialist; to come to 
him in emergencies or send a qualified substitute; 
and to present him a reasonable bill that is within 
his means to pay.” 

These statements were made by Dr. Mary B. 
Spahr, a practicing pediatrician from Ithaca, New 
York, in an article entitled “Medicine’s Neglected 
Control Lever,” published in the March, 1951, 
number of Medical Economics. The article is an 
especially fine analysis of weakness in the correla- 
tion between advancement in medical science and 
evolution in social and economic conditions. 

Dr. Spahr believes that “The only lever which 
will gear medicine to social needs is ethical.” She 
thinks that it is premature to concentrate on costs 
and methods of payment when there is no agree- 
ment on what is to be purchased. The case of ethics 
of the profession has not been reviewed to take into 
consideration the existing conditions of specializa- 
tion and of medical practice in hospitals. 

It is Dr. Spahr’s opinion that the American 
Medical Association has lost much power and pres- 
tige by its failure to assume full responsibility for 
medical standards in hospitals. At the present time 
the only stated provisions for ethical practice in 
hospitals are those of the American College of 
Surgeons. Granted that the College of Surgeons 
has done an excellent job, it is still poor organiza- 
tion to have one branch of the profession dominate 
the institutions where all branches do an increas- 
ingly large proportion of their work. Under this 
situation, membership in the American College of 
Surgeons or membership on a hospital staff means 
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more than membership in the American Medical 
Association. 

It is this failure of the profession as a whole, as 
represented by the American Medical Association, 
to assume full responsibility for all functions and 
standards in modern medical practice that has 
caused a loss of public support. In the final analysis 
it is the public judgment of how well the profession 
is carrying out its declared objectives that will de- 
termine whether we shall have voluntary medical 
care insurance or government compulsory insurance. 


Defeat of Antivivisectionists 


Every PHYSICIAN in the land must have been de- 
lighted to hear that during recent elections in Balti- 
more and Los Angeles, the antivivisectionists went 
down to defeat. It is hard to combat the propaganda 
of these people because they make such atrocious 
claims as to lead most animal lovers to fear that 
where there is so much smoke, there must be some 
fire. 

Laboratory men have for years put up with the 
big handicap of having to pay large sums for 
animals, obtained usually from pounds at a long 
distance from the university. Recently they changed 
their tactics and decided to go after the antivivisec- 
tionists and fight them to a finish. As always, the 
antivivisectionists dragged out old stories of cruel- 
ties which had been disproved a hundred times. 

It was wonderful to see that they were defeated 
in Los Angeles because if they can be defeated 
there, where they have great strong backing from 
all sorts of cults and faith healers, they can be de- 
feated anywhere. 

An _ unfortunate phenomenon, of which many of 
us are unaware, is that there are wealthy individ- 
uals who bequeath large sums to endow the work 
of the antivivisection societies, and these funds en- 
able the societies to keep annoying laboratory 
workers year after year. In some cities, professors 
of physiology have to spend several weeks out of 
every year fighting these people and their vicious 
and untruthful claims. 

An interesting fact about these queer, misguided 
individuals is that their campaign is not so much 
to protect animals from cruelty, as to attack the 
medical profession, which they all hate. They do 
not mind the branding of calves, the gelding of 
animals, without anesthetics, the trimming of dogs’ 
ears and tails, or the spaying of bitches and cats 
sometimes without anesthesia, or the cutting of the 
throats of swine and sheep; they object only to 
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the employment of animals for useful purposes. 
Interestingly, in the last number of one of their 
magazines, one finds a puff for a cruel cancer quack 
and a denunciation of the medical profession which 
“is not open minded enough to use his great rem- 
edy.” The antis are always in favor of the quacks. 


Brucellosis 


Ir Has BEEN generally recognized since 1930 that 
human brucellosis is definitely related to contagious 
abortion in cattle, and it has more recently been 
shown that the reported cases comprise only a small 
portion of the number of people who actually suf- 
fer from the disease. There has been little or no 
positive action taken to protect rural people from 
brucellosis and urban dwellers have mistakenly felt 
that pasteurization was their bulwark. 

A campaign is now being touched off urging def- 
inite action on the part of farmers to eliminate ani- 
mal brucellosis, in order to prevent the disease in 
humans. The May issue of the Farm Journal will 
carry the first of a series of articles on the subject. 
The editors of the magazine have solicited the co- 
operation of the American Academy of General 
Practice in impressing upon physicians the active 
part they can play in this campaign by earlier and 
more accurate diagnosis of the disease in humans 
and by helping to teach the farmers the relationship 
between human and animal disease. 

The failure of many physicians to diagnose and 
treat brucellosis is a result of not remembering that 
it is a common condition, that it may mimic many 
other diseases, and that it may occur anywhere in 
the country. Others do not realize that the slide ag- 
glutination test is simple, quick, and accurate. 
Many physicians omit blood cultures, although new 
media are obtainable that make blood culturing as 
simple as a Kahn. Still others are unaware that the 
large drug houses now make all of the necessary 
diagnostic materials readily available and easily used. 

It must be realized that all of the combinations 
of antibiotics and sulfonamides have given us a re- 
markable armamentarium with which to fight 
human brucellosis, but these drugs and their com- 
binations are much more effective if used in 
the acute stage of the disease when often a blood 
culture is never obtained and the agglutination and 
skin test have not yet become positive. 

Physicians, veterinarians, public health organiza- 
tions, and the farm groups must work together to 
obtain adequate legislation to clean up the dairy 


herd first, then the beef herds, and finally the hogs. 


The action of many states in drafting adequate 
legislation to control Bangs disease by calf-hood vac- 
cination, isolation and test and slaughter programs, 
by the rigid control of the movement of milch and 
beef animals, and by careful supervision of the sale 
and slaughter of infected animals will prevent the 
spread, and in time the occurrence of Abortus in- 
fection in cattle. The spread of suis infection from 
hog to hog seems to be uncontrollable at the. pres- 
ent. However, methods of preventing the spread of 
suis infection from hogs to cattle is well known, 
but all too little practiced. Few farmers will separate 
hogs from cattle and not allow the cattle to range 
on hog lots for at least a year after hogs have been 
kept there. 

Finally our milk distributors must be made aware 
of the cheapness and accuracy of the ring test or 
the agglutination of whey from pooled milk, in de- 
tecting one positive reactor to Bangs disease in a 
herd, probably as low as | cow in a herd of 100. 
This test can be done when the producer brings the 
milk to the receiving station. The whey test done 
on a sample of milk from all four quadrants of 
the udder will enable physicians who treat rural 
patients to assist in epidemiology of human cases 
by detecting positive reactors in local dairy cows, 
and by aiding farmers without access to veterinary 
services to determine the safety of a new animal 
that he wants to put in production. All farmers 
can milk, but few of them can bleed cows to obtain 
specimens for the laboratory. 

Educating legislators and their rural constituents 
to the importance of making public health practices 
and health laws conform to the latest scientific 
knowledge is truly a monumental task. In the past 
physicians have shown that they can influence law- 
making bodies. They must do so again. 


Iliness Due to Potassium 


IN THE last year or two there has been an increas- 
ing interest on the part of physicians in those condi- 
tions in which the amount of potassium in the blood 
plasma becomes either too far reduced or too greatly 
increased for the body's comfort and health. 

One thing that has focused attention on hyper- 
potassemia has been the recent tendency of many 
physicians to take away sodium from patients with 
cardiovascular-renal diseases. In some cases they 
succeeded so well that the potassium was left un- 
balanced in the blood, and in a few cases the pa- 
tient suddenly died. More recently it has been 
found advisable to watch the amount of potassium 
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in the blood in the cases of sick infants, and in 
adults who have been vomiting much, or who have 
had a Miller tube down for constant suction, or 
who have been putting out very little urine. 

In the September 9, 1950, issue of the London 
Lancet, there is a fine editorial on the lack of po- 
tassium. The writer gave great credit to D. C. Dar- 
row, who wrote in the Bulletin of the New York 
Academy of Medicine (24:147,1948) and in Pedi- 
atrics (3:129,1949). He pointed out the importance 
of estimating the level of serum potassium in sev- 
eral fields in the practice of medicine and surgery 
and pediatrics. Darrow and his colleagues showed 
that large amounts of potassium have to be absorbed 
and passed into the muscles of a very sick infant 
before it can get well. 

Of late, potassium deficits have been found in 
cases of burns and other traumas, in cases of hem- 
orrhage, diabetic coma, postoperative vomiting, py- 
loric stenosis, and intestinal obstruction. A loss of 
potassium should always be thought of whenever 
a patient is running a stormy course after an op- 
eration. It should be thought of whenever a patient 
with intestinal obstruction vomits for a long time, 
or whenever Wangensteen drainage has been car- 
ried out for many days. 

The typical signs of lack of potassium are flac- 
cid and feeble muscles, low blood pressure, a bound- 
ing pulse, and a loud systolic precordial murmur. 
The serum potassium level may drop below 14 mg. 
per 100 cc. Today the flame photometer is being 
used to speed up the estimations of potassium. 
Because of the inability of most laboratories to give 
a quick report, physicians are depending much on 
the electrocardiogram which with hypopotassemia 
shows usually a prolonged Q-T interval and a great 
lowering or even inversion of the T wave. 

By way of treatment, potassium chloride or citrate 
can be given by mouth, if this is practicable, in 
doses of 2 Gm. half-hourly. One can also inject 
from 100 to 1,000 cc. of a 1.14 per cent solution of 
potassium chloride, or one can give 500 cc. of this 
solution with an equal amount of a solution of 
sodium chloride. The only strong contraindication 
to this tvpe of treatment is a badly functioning 
kidney. 

Today biochemists are trying to learn more about 
the ways in which an imbalance between the 
amounts of sodium and potassium in the blood 
plasma develops. 

In the Annals of Surgery for July, 1950, L. J. 
Marks noted that alkalosis tends to accentuate the 
loss of potassium from the body. 
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The opposite condition of hyperpotassemia can 
develop in cases of serious injury to the kidneys, or 
in cases in which a salt-free diet has been made 
too strict and efhcient. Practically always before 
hyperpotassemia can develop there must be oliguria. 
Hyperpotassemia can result from the destruction of 
many erythrocytes after a transfusion with poorly 
typed blood. 

Again, the most practical method of making the 
diagnosis is with the help of the typical electro- 
cardiogram. The most striking feature of this is a 
high T wave, just the opposite of what is seen in 
cases of hypopotassemia. There is also a depressed 
S-T segment, perhaps some auriculoventricular 
block, a low, wide P wave and prolongation of the 
Q-T interval. 

There is a good article on the subject of excess 
potassium by John P. Merrill and colleagues in the 
Annals of Internal Medicine for October, 1950. 
Many of their patients developed first a marked 
weakness, and then an inability to move the legs 
or even the arms. Deep reflexes sometimes disap- 
peared. Some patients had trouble in talking, and 
some complained of paresthesias. Some died even 
when the condition was recognized promptly and 
actively treated. Repeated electrocardiographic ex- 
aminations should always be made, and hyperpotas- 
semia should be watched for whenever a person is 
putting out very little urine or no urine at all. 

The best immediate treatment for hyperpotas- 
semia appears to be the giving of glucose and in- 
sulin. This combination seems to work better than 
the giving of salts of sodium and calcium. In some 
cases hemodialysis has worked well in combination 
with the giving of insulin and glucose and some 
sodium, the correction of acidosis, and the removal 
of toxic metabolites. 

For years, physicians, and particularly surgeons, 
have been accustomed, in all emergencies, to order 
intravenous injections of physiologic solutions of 
sodium chloride and glucose. Now we are realizing 
that in some cases the seriously ill patient needs no 
fluid, or only water, or water plus potassium. In 
some cases he needs no sodium; in other cases he is 
suffering from acidosis; and in others his trouble is 
a serious alkalosis. If a patient, almost moribund 
with the continued vomiting and oliguria of an 
acute intestinal obstruction, is to be saved, what has 
gone wrong with his body chemistry must be cor 
rected intelligently. To go ahead blindly, simply 
with the usual intravenous drip treatment, may turn 
the tide against the patient; he might have done 
much better if left alone. 
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AND LEON LEVINSON, M.D. 
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ACTH therapy appears to offer a way to cause prolonged remission in 


the patient with serious bronchial asthma. Twenty-seven courses of therapy 


were administered to 20 patients during a period of eight months. All but 


two courses were followed by complete or partial remissions. 


THE Goat of all therapy in the patient with serious 
bronchial asthma is the production of a prolonged 
remission. Frequently, when such a remission oc- 
curs, one is unable to explain its genesis. Just as 
often, one cannot bring about a second remissive 
episode employing the same procedures. ACTH ap- 
parently offers a way to cause such a remission 
more consistently than any other therapeutic regi- 
men we have employed. It seems likely that the 
remissions which follow febrile episodes, artificial 
fever therapy, anesthesia, surgical procedures, elec- 
troshock, and insulin shock therapy, etc., are re- 
lated in some way to a sudden outpouring of 
ACTH or the hormone(s) mediated through 
ACTH. Unfortunately adequate determinations of 
the eosinophils in the peripheral blood have not 
been reported in these situations. 


Patients Treated 


Whenever a new drug appears, a great deal of 
enthusiasm generally follows in its wake. It is par- 
ticularly difficult to evaluate any new drug in the 
management of the patient with bronchial asthma. 


The purpose of this report is to present our labora- 


tory and clinical experiences with ACTH in the 
management of patients suffering from severe bron- 
chial asthma. 

We have treated 20 patients, 14 females and 6 
males, ranging in age from 15 to 72 years. The du- 
ration of their bronchial asthma ranged from 1 
through 30 years; 9 patients had been ill for less 
than 5 years. There was a family history of allergy 
in 6 of these patients; 11 had positive direct skin 
tests to numerous allergens, and 12 had one or 
more associated allergic disorders (rhinitis, urticaria, 
eczema, etc. ). 

Most of these patients were in status asthmaticus 
and all had shown poor response to intensive con- 
servative treatment prior to ACTH therapy. A 
total of 27 courses of ACTH therapy was admin- 
istered from January through August, 1950. A sum- 
mary of the pertinent data appears in Figures 1 and 
2 and Table I. 

After trial with several dosage schedules, we 
adopted the following plan: an initial dose of 40 
mg. was followed by 40 mg. six hours later. Then 
20 mg. were administered every six hours until 
maximum benefit had been observed for two days. 
The time interval was then increased to every eight 
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of the pharmacologic effectiveness of the drug 
(adrenocortical stimulation). It should not be con- 
strued to indicate the mechanism of the improve- 
ment. In contrast to the ACTH-induced eosin- 
openia, we have previously observed that many seri- 
ously ill patients on intensive physiologically-di- 
rected therapy develop progressive eosinophilia as 
improvement occurs, with the highest counts at 
time of discharge. 

Eosinopenia may occasionally be observed with- 
out a satisfactory remission. In the experience of 
others, eosinopenia may not occur, despite adequate 
adrenocortical stimulation and clinical §improve- 
. u ment. More frequently, however, a drop of more 

EOSINOPH. / cu.mm. © before R © lowest during ® than 50 per cent is observed when clinical improve- 
Figure 1. Eosinophil counts, before and during ACTH ment occurs. In our experience there was no direct 
therapy. relationship between the height of the control 
eosinophil count and the dose of ACTH necessary 
to produce a striking eosinopenia. Furthermore, we 
hours for one to two days. Usually improvement have frequently observed that the eosinophils re- 
continued and by the fifth day of treatment the turn to pretreatment levels Cor higher levels) dur- 
time intervals could be increased to every twelve ing successful remissions. 
hours. This dosage was continued until time of dis- 
charge. Occasional patients required upward re- 
vision of this schedule. If an adequate eosinopenia 
did not develop after 100 mg. had been given, the All patients expressed subjective improvement 
dosage schedule was revised upward until the de- _ after one to two days of therapy. This preceded ob- 
sired result was apparent. jective improvement by one to three days. The pa- 

The total dose of a single course of therapy varied tients noted a sense of well-being associated with 
from 240 mg. to 900 mg. and the duration of treat- an increased appetite. They noted that they were 
ment from two and a half days to nineteen days. In — able to eat without becoming “filled up.” With 
general, our total doses have been larger and the _ progressive improvement, the need for supple-’ 
duration of therapy longer than in previously re- | mental medications became less and their effects 
ported cases. This may be explained, in part, by _ were greater than before ACTH. Only six patients 
the fact that most of our cases were more seriously _ were able to discard all supplemental medication. 

ill and by our conviction that prompt maximal and 
adequately persistent stimulation of the adrenal 
cortex is necessary for successful remissive therapy 


with ACTH. 
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Clinical Response 


The Eosinophil Response 


1] 


The level of blood eosinophils was determined by 
the method described by Randolph in 1949. The 
normal average eosinophil count is about 200 cells 
per cubic millimeter. It may rise to several thou- | 
sand in the asthmatic patient. The control level , 
was determined prior to ACTH therapy and sub- [ | I 
sequent counts were generally made daily, usually 
four hours after an injection of ACTH. Pro- 
nounced (90 per cent or over) and prolonged eosin- o before R O asinun during R 


openia was observed in most of our patients. The Figure 2. Vital capacity, before and during ACTH 
eosinopenia should be regarded only as an index therapy. 


VITAL CAPACITY IN LITERS 
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Although the signs and symptoms of bronchial 
asthma (paroxysms of wheezing and prolonged ex- 
piration) subsided rapidly, evidence of bronchitis 
(cough, rales, and inspiratory wheezing) persisted 
for a considerably longer time. The persistence of 
bronchitis may be explained by the observation of 
delayed wound healing in patients receiving ACTH. 
It was our impression that the course of the asso- 
ciated bronchitis was shortened by the use of anti- 
biotics. Further evidence of delayed tissue healing 
was the persistence of hypodermic needle punctures 
and skin scratches following allergenic skin testing. 

Relief from paranasal obstruction with “shrink- 
ing” of nasal and sinus polyps by clinical and x-ray 
observations was noted in two of our patients at 
the end of a course of therapy. 


Therapy in Addition to ACTH 


The therapy to be employed prior to, during, and 
after a course of ACTH therapy must by necessity 
be individualized. We attempt to follow certain 
principles as closely as possible. Most of our pa- 
tients were severely ill and chronically disabled, 
with recurrent episodes of status asthmaticus. The 
majority of them had received (without benefit) a 
wide variety of sedatives, adrenergic preparations, 
intravenous infusions, and aminophylline immedi- 
ately prior to ACTH therapy. Several patients had 
had bronchoscopic aspiration and two had had in- 
terruption of pulmonary sympathetic nerves. 

When ACTH was begun, all other therapy was 
stopped except the following: potassium iodide, 
chloral hydrate and sodium bromide mixtures or 
Demerol for sedation, and aminophylline intrave- 
nously when necessary for severe paroxysms. It was 
seldom necessary to administer aminophylline intra- 
venously after the second day of ACTH therapy. 
However, many patients continued to employ 
bronchodilator sprays for the first one to five days 
of therapy. Only an occasional patient really re- 
quired the latter at time of discharge. When infec- 
tion of the respiratory tract was considered a fac- 
tor, antibiotics were administered during the first 
several days of therapy. 


Length of Remission 


A successful course of ACTH therapy was fol- 
lowed by the disappearance of most or all of the 
signs and symptoms of bronchial asthma, and a 
striking reduction in the need for the usual adren- 
ergic or aminophylline preparations. 
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As previously stated, a total of 27 courses of 
therapy was administered to 20 patients during a 
period of eight months. Two patients required 3 
courses and three patients 2 courses of therapy. All 
but 2 courses of therapy were followed by com- 
plete or partial remissions. One patient did not re- 
spond satisfactorily to 2 intensive courses of ACTH 
and 1 course of Cortisone following ACTH ther- 
apy. Eighteen courses of therapy were followed by 
complete remissions lasting from nine days to seven 
months. One patient has remained in complete 
remission for seven months, up to this date. Nine 
courses of therapy were not followed by a complete 
remission. Partial remission, either with or without 
a preceding period of complete remission, has lasted 
as long as seven months. 

The immediate therapeutic effect was evaluated 
on the basis of the maximum response to a course 
of ACTH regardless of the duration of improve- 
ment. A complete remission of any duration was 
considered an excellent result; the absence of any 
improvement was termed a failure. Between these 
two we have added two other classes, fair and good. 

In evaluating the continued therapeutic effect, 
we have arbitrarily considered any remissions which 
lasted less than one week as failures; from one to 
two weeks as fair; from two to four weeks as good; 
and longer than four weeks as excellent. The 
amount of medication (adrenergics, aminophylline, 
iodides, antihistaminics, etc.) required by the pa- 
tient to maintain the remissive state was also con- 
sidered in grading the clinical course after ACTH 
therapy had been stopped. The results are tabu- 


lated as follows: 


Table 1. Therapeutic Response to 27 Courses 
of ACTH Therapy 
Immediate Therapeutic Continued Therapeutic 


Effect Effect 
2 3 
3 10 
Excellent . . . . 18 6 


Occasional attempts to “potentiate” the desired 
remission or to prolong the obtained remission that 
followed ACTH therapy by the use of high doses 
of ascorbic acid (4 Gm. daily) orally or by vein 
were considered failures. Similar use of typhoid 
fever therapy or small doses of insulin was not em- 
ployed in this series and may very well be fruitful. 

The program employed following ACTH thera- 
py in an attempt to prolong the period of remission 
varied greatly. A minimal therapeutic regimen was 
usually prescribed in order accurately to determine 


the length of the remissive episode. Unfortunately, 
the ideal of no further treatment could not be 
carried out in the majority of patients. 

Two patients, each now in her seventh remissive 
month, are taking only 1 or 2 tablets of Hydryllin 
daily and potassium iodide. Most of the patients, 
however, have required solutions of aminophylline 
rectally with or without bronchodilator aerosols. 
Patients with low maximum breathing capacities 
and high indices of intrapulmonary mixing should 
be treated adequately to restore pulmonary func- 
tion to as nearly normal as possible, even though 
they are not coughing or suffering asthmatic 
paroxysms. 

Following a remission and even during treatment, 
all patients noted that they could “do more with 
considerably less” of their therapeutic armamen- 
tarium. It is thus apparent that the remissive state 
was usually only partial rather than complete. 


Subsequent Courses of ACTH Therapy 


Continued or “maintenance” ACTH therapy to 
prolong the remissive state was attempted in several 
patients. One of our patients with associated rheu- 
matoid arthritis has remained in almost complete 
remission for five months on a daily maintenance 
dose of 30 mg. A second patient with intractable 
bronchial asthma and emphysema could not be 
maintained in remission with daily 10 mg. single 
doses for eight days. However, short intensive 
courses of therapy did bring about second and third 
partial remissions. The results following the second 
and third courses of therapy were less satisfactory 
than those which followed the initial course. 

Another patient with intractable bronchial asth- 
ma, emphysema, hypertension, and cor pulmonale 
could not be kept in the remissive state with aver- 
age 20 mg. single daily doses for ten days. Status 
asthmaticus returned despite a brief second course 
of therapy consisting of 20 mg. three times daily 
for four days. A good remission, however, followed 
a third more intensive course of therapy, consisting 
of 320 mg. over a six-day period. 

It has been our experience that repeated, short 
intensive courses of therapy are more effective in 
long-term management than are attempts to pro- 
long the initial remission with daily “maintenance” 
therapy of one or two doses of 20 to 25 mg. each. 
However, one of our patients receiving 30 mg. daily 
because of an associated rheumatoid arthritis has 
remained free of asthmatic attacks. Nevertheless, 
the undesirable pathophysiologic changes which 


may follow the continuous use of ACTH and its 
expense make intermittent therapy more desirable. 


Physiologic Changes 


The usual physiologic alterations induced by 
ACTH have been observed in most of our patients, 
but have never been severe enough to warrant 
cessation of therapy or to contraindicate second and 
third courses of therapy. Rounding of the face 
(“mooning”), mild hirsutism, lentiginous pigmen- 
tation, transient glycosuria, edema, and a sense of 
well-being with increased appetite and mild eupho- 
ria were the most common effects observed. Edema 
often developed around the pelvis as well as in the 
lower extremities. One patient developed edema of 
the vulva which subsided promptly after the dose 
was reduced. 

The maximum weight gain observed was 18 
pounds. The excess weight was largely due to salt 
and water retention and disappeared gradually 
seven to ten days after cessation of therapy. Debili- 
tated, anorectic, cachectic patients often exhibited 
some weight gain due to return of appetite. The 
tendency to salt and water retention was mini- 
mized in the patients with frank or latent heart 
failure by rigid salt restriction, digitalization, mer- 
curial diuretics, and potassium chloride. Potassium 
chloride may be advisable in all patients receiving 
prolonged ACTH therapy to prevent potassium de- 
ficiency. The latter was not observed clinically or 
electrocardiographically in our patients. Most of 
our patients also received potassium iodide during 
their courses of ACTH therapy. 

It is not necessary to perform detailed metabolic 
studies in patients being treated with ACTH. Care- 
ful observation of weight gain, and its control with 
salt restriction, digitalis, and diuretics as indicated 
will maintain the electrolyte and water balance. A 
high-protein diet will compensate, in part at least, 
for the negative nitrogen balance. The administra- 
tion of potassium salts will avoid hypopotassemia. 


Side Reactions 


Certain side effects or toxic reactions, in contra- 
distinction to physiologic effects, are worthy of 
mention. Several patients complained of a sensation 
of tightness or mild constriction in the chest (simi- 
lar to very mild asthma) one-half hour after an 
injection. These observations did not recur in the 
same patient when another lot of material was em- 
ployed and, furthermore, they generally occurred 
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only during the first one to three days of therapy. 
Abdominal bloating and a tendency to constipation 
were observed in a few patients. 

A very severe reaction, characterized by pro- 
nounced dyspnea, orthopnea, cyanosis, confusion, 
and nonresponsiveness was observed in | patient. 
It occurred about one-half hour after he received 
a 25 mg. dose administered one week after a suc- 
cessful course of therapy had been completed. The 
patient was having very minimal asthmatic symp- 
toms prior to this injection. Oxygen by mask, intra- 
venous aminophylline, and intravenous Demerol 
brought about a slow return to the previous state. 
One week later, inadvertently, a second 25 mg. 
dose from the same lot of ACTH was followed by 
a similar episode, even more severe in character and 
associated with syncope and mild twitching. Recov- 
ery again followed vigorous therapy. Analysis of the 
material by the ACTH Control Laboratory of the 
Armour Company failed to reveal any cause for 
these reactions. Both reactions in this patient re- 
sembled exaggerated responses of dyspnea and 
wheezing similar to those observed in our laboratory 
following injection of histamine or methacholine in 
asthmatic subjects. On the other hand, the tightness 
of the chest observed in other patients resembled 
the attack of asthma which may follow an injection 
of any foreign protein. 

Skin reactions were observed in two patients 
while under treatment. One patient developed a 
nonpruritic, erythematous, macular rash limited to 
the lower extremities. The rash appeared on the 
second day of treatment and subsided spontaneous- 
ly by the fifth or sixth day of treatment. It reap- 
peared during each of three courses of ACTH 
therapy. A second patient developed a generalized 
urticaria after the first injection during her second 
course of therapy. The urticaria lasted for several 
hours and did not recur with subsequent injections 
from the same lot of ACTH. 


Contraindications to Use of ACTH 


The following are generally accepted as contrain- 
dications to ACTH therapy: hypertensive cardio- 
vascular disease, congestive heart failure, diabetes 
mellitus, Cushing’s syndrome, wound-healing, sep- 
ticemia, nephritis, osteoporosis or osteomalacia, acne 
vulgaris, and hirsutism. 

Several of these generally accepted contraindica- 
tions, although present in some of our patients, 
were not aggravated by the use of ACTH. Seven 
of our patients had long-established hypertension 
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of moderate to severe degree. Usually a drop rather 
than a rise in blood pressure was observed during 
therapy. Bed rest, rigid salt restriction, and amelio- 
ration of chronic hypoxia may have been partly re- 
sponsible for this improvement. One of our patients 
with associated severe hypertension, epilepsy, and 
chronic cor pulmonale was greatly benefited by 3 
courses of ACTH, without apparent harm. Another 
patient with a history of severe hypertension and 
multiple mild cerebral thromboses or episodes of 
hypertensive encephalopathy was also considerably 
improved with two courses of ACTH. The blood 
pressure decreased during therapy in both of these 
patients and returned to its original level subse- 
quently. 

In two of our patients with chronic cor pul- 
monale and mild congestive heart failure, the 
bronchial asthma was greatly improved. They both 
developed frank leg edema. However, no hepato- 
megaly or pulmonary edema was observed. Vigor- 
ous therapy with mercurial diuretics and digitoxin 
brought about complete control of the edema. 

A third patient was given a first course of 
ACTH therapy (520 mg. over six days) at another 
hospital, despite frank edema and mild congestive 
failure. A very satisfactory remission of his severe 
chronic asthma was observed. He lost his edema 
and felt fine for three months. He was admitted 
to our care because of the return of cough, wheez- 
ing, and dyspnea. There was evidence of both se- 
vere bronchial asthma and congestive heart failure. 
In view of the previous good result with ACTH 
therapy, a second course of therapy (560 mg. in 
seven days) was given. Despite improvement in his 
vital capacity and bronchial asthma, there was an 
increase in pulmonary congestion, peripheral edema, 
and dyspnea. He had received digitoxin and mer- 
curial diuretics with little benefit. On the sixth day 
of ACTH therapy, he was given a rice diet, addi- 
tional digitoxin, and ammonium chloride. ACTH 
was continued for three days longer. Striking im- 
provement followed and after three weeks he was 
discharged free of any evidence of bronchial asthma 
or heart failure. He remained free of bronchial 
asthma for two weeks. Then, because of recurrent 
attacks of one week’s duration, he was given a third 
course of ACTH therapy at another hospital, again 
with a satisfactory response. 

On the basis of our experience with latent or 
frank evidence of congestive heart failure in pa- 
tients with severe chronic bronchial asthma, it is 
our feeling that ACTH may be administered cau- 
tiously, providing vigorous therapy for the cardio- 
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vascular defect(s) is simultaneously employed. 
Improved cardiac compensation usually follows con- 
trol of severe hypoxia and of coughing or asth- 
matic paroxysms. 

Transient glycosuria was observed infrequently. 
Repeated fasting blood sugars remained unchanged 
in 3 patients. One patient with established diabetes 
mellitus, controlled by 24 units of protamine zinc 
insulin daily, was given two intensive short courses 
of ACTH with successful remission from severe 
chronic asthma. No changes were observed in her 
blood or urine sugar levels and her insulin require- 
ment remained the same. Glycosuria or hypergly- 
cemia may occur in nondiabetic as well as diabetic 
patients receiving ACTH. It is not in itself indica- 
tive of diabetes. 


The Antigen-Antibody Immune Mechanism 


We have been unable to demonstrate significant 
protection with large single doses of ACTH against 
the bronchoconstriction and dyspnea produced by 
intravenous histamine or methacholine in a series 
of asthmatic patients. On the other hand, signifi- 
cant protection has repeatedly been produced with 
single doses of adrenergic drugs, histaminolytic 
agents, and aminophylline. Similar studies were 
carried out, in several patients, during and follow- 
ing a complete course of ACTH therapy (multiple 
doses). The results were variable. In general there 
was a marked decrease in histamine sensitivity. 
This may be nonspecific, as it has also been ob- 
served following improvement in asthma from any 
therapeutic program. 

In one of our patients during treatment with 
ACTH, there was no notable improvement in in- 
travenous histamine or methacholine sensitivity. 
On the other hand, striking improvement was ob- 
served in the sensitivity of the tracheobronchial 
tree to aerosols of dog dander extract. Rose similarly 
demonstrated a marked decrease in sensitivity to 
aerosols of grass pollen after ACTH therapy. 

Skin tests of the direct type, both scratch and in- 
tradermal, were performed before, during, and after 
ACTH therapy in 4 of our patients. No significant 
alterations in skin sensitivity were noted. 

Passive transfer of 4 allergens was successfully 
carried out from 2 of these patients into 2 normal 
subjects. After a successful course of ACTH thera- 
py, these studies were repeated and the same de- 
gree of positive transfer persisted. 

From the above observations, we could not con- 
clude that ACTH rendered the cells or tissues im- 


mune to the effects of known antigens or affected 
the circulating antibodies in our patients. 


“Therapeutic Adaptation” with ACTH 


The human is able to withstand a wide variety 
of acute environmental stresses such as hypoxia, 
trauma, infection, hemorrhage, burns, fear, anger, 
anaphylaxis, histamine release, etc., by a complicated 
neurohumoral adaptive mechanism (the general 
adaptation syndrome of Selye). The pituitary gland 
is stimulated to secrete ACTH which in turn 
stimulates the adrenal cortex to elaborate its several 
hormones. These hormones aid in replenishing the 
energy stores depleted by the higher energy turn- 
over during the “alarm reaction,” and the body 
economy is now better able to withstand the effects 
of additional stress. 

Continued (chronic) “stress” situations must be 
compensated in order for life to continue. Stress 
and certain other stimuli are able to effect resist- 
ance (apparent recovery) when the hypothalamus- 
pituitary-adrenal axis is intact. It is Selye’s belief 
that allergic individuals in whom this “stage of 
resistance” is adequately developed do not exhibit 
asthma and, conversely, that asthma is a disease of 
hypoadaptation. It has been shown that failure of 
this adaptive mechanism may lie not in the inabili- 
ty of the adrenal glands to continue to secrete 
adrenal hormones (“adrenal exhaustion”) but rather 
in the fact that under continued stress, inadequate 
ACTH secretion may fail to stimulate the adrenal 
cortex to sufficient extent. Whether this defect lies 
in the inability of the pituitary gland to continue 
to secrete ACTH under prolonged stress, or results 
from decreased stimulation of the pituitary gland 
has not been definitely determined. Hume and 
Wittenstein demonstrated in dogs that remote con- 
irol stimulation of the pituitary required an intact 
hypothalamus. An adequately functioning hypo- 
thalamus-pituitary-adrenal axis is necessary for con- 
tinued adequate adaptation. Thus- by supplying 
exogenous ACTH we restore the patient's adapta- 
tion therapeutically—“therapeutic adaptation.” 

The mechanism of sudden death in status asth- 
maticus is usually not adequately explainable post- 
mortem. Particular attention was paid to lymphoid 
tissue and adrenal morphology in a group of 13 pa- 
tients who died during a severe attack of bronchial 
asthma. A possible relationship between bronchial 
asthma and the “general adaptation syndrome” was 
suggested in these cases by the observation of 
lvmphoid changes resembling those described in 
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the “alarm reaction.” Rather than one “alarming 
stimulus” shortly before death, there were many re- 
peated alarming stimuli occurring for days and even 
weeks preceding death. Lymphoid and adrenal 
changes might be expected, therefore, to be vari- 
able. The lymphoid changes which were seen in 
these cases have, in the past, been considered either 
“toxic” or inflammatory in origin. It is possible that 
these changes may represent those of the “alarm 
reaction.” 

In another group of 17 patients with established 
bronchial asthma, in whom death was due to in- 
tercurrent disease, there were anatomic findings of 
periarteritis nodosa, rheumatic heart disease, glo- 
merulonephritis, amyloidosis, and sarcoidosis. Hy- 
persensitivity has been suggested in the past as the 
pathogenesis for each of these diseases. These dis- 
eases have also been included in the theories of the 
general adaptation syndrome. On the basis of these 
post-mortem studies, we concluded that “alarming 
stimuli” (histamine, epinephrine, hypoxia, and 
emotional stress ) appear to be present during at- 
tacks of bronchial asthma. It has also been our ob- 
servation that they are recurrent, and that, further- 
more, such stimuli, or the process of adjustment to 
them, may produce, in man, certain of the so-called 
“diseases of adaptation.” 

It would thus appear that the patient with chronic 
bronchial asthma, subjected to repeated stress stim- 
uli, survives if his pituitary gland is able to secrete 
an adequate level of ACTH necessary to stimulate 
the compensatory adrenocorticosteroids. If this level 
is sufficiently low over a long enough period of 
time, then one of the complicating diseases of adap- 
tation may appear. If the level suddenly drops be- 
low a critical level, the stage of exhaustion, collapse, 
and sudden death may follow. This type of failure 
of adaptation (lack of adaptation energy) appeared 
to be likely in the fulminating deaths observed in 
2 of our patients who had previously received and 
responded to ACTH but were not receiving ACTH 
during their terminal illnesses. 

We are not certain at this time that the produc- 
tion of repeated remissions with ACTH therapy is 
entirely without hazard. The potential dangers of 
“rebound swings” in the hypothalamus-pituitary- 
adrenal axis Chypoadaptation) after such therapy 
should be kept in mind. Long-term observations 
with larger series of carefully studied patients are 
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necessary. The uncontrolled use of such a powerful 


therapeutic agent should be discouraged. 


Cortisone Therapy 


We have had very limited experience with the 
use of Cortisone (substitutive) therapy in the man- 
agement of bronchial asthma. Cortisone did not 
prove as effective as ACTH in controlling the asth- 
matic state or in inducing an adequate eosinopenia. 

Three of our patients received Cortisone therapy. 
One patient received 300 mg. over a three and a 
half-day period, immediately following an initial 
unsuccessful remissive attempt with ACTH. There 
was no clinical improvement. The previously ob- 
tained eosinopenia could not be maintained. 

Another patient received a total of 510 mg. of 
ACTH during eight days with complete ameliora- 
tion of respiratory symptoms except for exertional 
dyspnea, and with considerable improvement in 
his associated rheumatoid arthritis. Because of in- 
sufficient supply of ACTH, he was then switched 
to Cortisone, 150 mg. in three days, which was in- 
effective in controlling either his respiratory symp- 
toms or his joint manifestations. As with the first 
patient, the eosinopenia could not be maintained. 

The third patient was given Cortisone initially 
in an attempt to alleviate severe status asthmaticus. 
Thirty mg. intramuscularly were administered every 
eight hours for 6 doses (180 mg.) with no clinical 
improvement or drop in his control eosinophil level. 
ACTH was then substituted for the Cortisone. He 
received 420 mg. over six and a half days with an 
excellent remission and eosinopenia. The remission 
lasted for six weeks. During this period he was 
given small weekly doses in an attempt at mainte- 
nance therapy. ACTH was abandoned because of 
the two severe reactions described above. About 
seven weeks later he developed a most severe degree 
of status asthmaticus and cor pulmonale requiring 
hospitalization. He was found refractory to all medi- 
cation. An intensive course of Cortisone was begun 
and he received a total of 600 mg. until his death 
on the second hospital day. One cannot help but 
speculate whether ACTH, which was not admin- 
istered at this time because of the previous toxic 
reactions, might not have been effective. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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The Present Status of... 


Ir Has been determined that colds are due to a 
virus. It appears to be a very small one, perhaps as 
small as 57 millimicrons in diameter; this is smaller 
than the influenza virus. Doubtless some of the 
complications of a cold are due to bacteria. 

A very interesting article about the cold virus and 
colds in general is to be found in the Scientific 
American for February, 1951. There, Christopher 
H. Andrewes summarizes the work that for four 
years has been done in England in the Salisbury 
Colds Laboratory. Already, they have used some 
2,000 volunteers who allowed the research workers 
to place them in rooms in which there were persons 
with acute colds, or to spray filtered nose washings 
into their noses. 

Of the volunteers who received secretions taken 
from the noses and throats of persons with a cold, 
some 50 per cent registered a take. Women were 
found to be slightly more susceptible to colds than 
men, in the proportion of 55 per cent to 43 per cent. 
Age, within limits of 18 and 40 years, had very 
little effect on vulnerability. Many of those who 
took cold were well the next day. This was ob- 
served by Diehl in his Minnesota experiment. He 
pointed out that if one gives a placebo to 100 persons 
with colds, 50 of them will next day report a miracu- 
lous “cure.” Evidently the colds of such persons 
aborted. 

The incubation period of a cold is usually two 
or three days. In two-thirds of the cases the cold 
begins with soreness or roughness of the throat and 
then there is an increased flow of nasal mucus. 
Fever is rare. Most colds are mild, and they clear 
up within a few days. The virus remains alive for 
a time as shown by the fact in the Salisbury experi- 
ments that quite a few of the persons, apparently 
cured, got a flare-up when they went out from the 
comfort of the camp and into the world outside. 

Much effort has been made to cultivate the cold 
virus in fertile hens’ eggs, using the several tech- 
niques which have proved useful with other viruses. 
So far, at Salisbury, no sure success has been ob- 
tained. Four groups of workers in the United States 
have claimed success in growing the cold virus in 
eggs, but there will always be a little doubt about 
this so long as other experimenters cannot reproduce 
the results. 

The workers have failed, also, to produce colds 


More About the Common Cold 


in experimental animals. Many persons think that 
their pets get colds, but the researchers could get 
no confirmation of this idea. 

The cold virus can be kept indefinitely at 76 de- 
grees below zero centigrade. Some of it kept in this 
way is still potent after two years. 

The virus is not affected by penicillin or strep- 
tomycin. It is not adsorbed on red blood cells as is 
the influenza virus. 

Saliva contains much virus when a person has a 
cold. The nasal secretions contain a great deal of 
virus during the incubation period before any symp- 
toms have developed. For this reason, a person is 
able to infect others 12 hours after he has become 
infected, and some time before he feels any symp- 
toms. He may still be infectious seven days after 
inoculation when he is comfortable. Persons can be 
carriers of a cold without showing any symptoms. 
A sneezer soon fills a room with infectious droplets. 

Very interesting is the fact that the chillling of 
volunteers by getting them wet and then making 
them stay in a drafty passage or making them stand 
in wet socks did not increase the number of “takes” 
of colds following inoculation. The number was no 
greater than in the cases of persons infected and 
then kept warm indoors. This agrees with the fact 
that arctic explorers usually do not get colds even 
when they are badly chilled. The new evidence 
differs from that of Dr. William Kerr, who found 
that volunteers kept in a constant temperature room 
did not catch colds from snuffling persons. 

A distressing fact is that the cold virus does not 
seem to produce any lasting immunity. One can 
get one bad cold on top of another. What few anti- 
bodies may be produced are of little value to the 
person. It is possible that they do not penetrate the 
nasal mucosa sufficiently well, and efforts will be 
made to see what can be done to immunize with 
an attenuated virus used as a snuff. 

By sending volunteers to live for a few months 
on an uninhabited island off the coast of Scotland, 
the experimenters hoped they could show an in- 
creased susceptibility to colds, but they were not 
successful. 

Efforts to show that antihistaminics have an ef- 
fect on colds were without success. These drugs 
did not help even when given during the three 
days before the person came down with a cold. 
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Pathologic or Spontaneous Fractures 


BY WILLIAM H. BICKEL, M.D., 


Rochester, Minnesota 


AND JOHN R. BARBER, M.D. 


In a series of 903 pathologic fractures, 370 were due to benign 


lesions, 394 to metastatic malignant lesions, and 139 to 


malignant disease of the bone. More than 70 per cent of the 


fractures occurred in the femur, a vertebra, or the humerus. 


THE cause of most fractures is obviously a trauma 
of some kind. Occasionally, however, one learns 
that the bone broke so easily and with so little 
trauma that one wonders if the fracture was due 


At the Mayo Clinic from January 1, 1924, 
through December 31, 1949, 903 pathologic frac- 
tures (660 of which were reported by Ghormley, 
et al, in the J.A.M.A., Dec. 25, 1937) were en- 


mainly or entirely to some disease that weakened 
the affected segment. Unfortunately, in some cases 
the physician in charge fails to think of this pos- 
sibility. Sometimes he thinks of it only when the 
roentgenologic report comes in. Occasionally, it is a = aoe 

. Senile 
question of whether the patient fell down and broke : intentini 
his bone or whether he fell because the bone broke. 

Often the roentgenologist, as he studies the films, 
could be greatly helped if he knew that the fracture 
had been spontaneous or almost spontaneous. He 
would then make a greater study of the contours of 
the bone at the point of the break. 

There are a number of conditions in which 
pathologic fractures can occur, and oftentimes the 
treatment is difficult. It will be impossible in a 
paper of this length to discuss all these causes, as 
can be seen from the list given in Table 1. 


systemic diseases 


. Milkman’s disease 

. Hyperparathyroidism 
. Hyperthyroidism 

. Rickets 

. Neuropathies 


Table 1. Etiology of Pathologic Fractures. 


bone diseases 


. Simple cysts 


. Polyostotic fibrous 


dysplasia 


. Giant-cell tumors 
. Hemangiomas 

. Chondromas 

. Osteomyelitis 

. Osteogenesis 


imperfecta 


. Paget's disease 
. Albers-Schonberg 


disease 


. Fatigue fractures 
. Postirradiative 


fractures 


In cases in which disease of the bone is far 
advanced, the diagnosis is likely to be obvious, 
and any treatment will be largely useless. In other 
cases, a pathologic fracture will be the first symp- 
tom of a generalized disease, and then it may lead 
to early diagnosis and possibly helpful treatment. 


. Multiple myeloma 
. Carcinomatosis 
Malignant 


. Osteogenic sarcoma 
. Ewing’s tumor 
. Malignant giant-cell 


tumor 


. Chondrosarcoma 
. Fibrosarcoma 
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countered. Three hundred and seventy of these 
fractures were due to benign lesions (see Table 2); 
394 were due to metastatic malignant lesions (see 
Table 3), and 139 were due to malignant disease of 
bone (see Table 4). It is interesting that no matter 
what the cause, more than 70 per cent of the frac- 
tures occurred in the femur, a vertebra, or the 
humerus. 

The spinal column is the most difficult site in 
which to make a definite diagnosis as to the cause 
of a pathologic fracture. Such a simple thing as a 
sneeze or cough, as well as more strenuous forces 
such as lifting or a fall on the buttocks, may pre- 
cipitate a fracture. Unfortunately, many patients 
with these fractures are elderly and their roent- 
genograms may show considerable osteoporosis (see 
Figure 1), which may or may not be significant. 
Often the lesion involves only one vertebra and 
there is no clue as to any systemic disease. 

Not infrequently compensation and other legal 
aspects are involved, and the degree of trauma must 
be evaluated to give some idea as to the possibility 
of its fracturing a normal bone. 

Past history is important, especially when any 
tumor, benign or malignant, has been removed by 
surgery. Occasionally, a tumor which microscopi- 
cally has been called benign is proved malignant 
by late metastasis, and when the original tissue is 
reviewed, malignant cells are found. Systemic symp- 
toms may give a clue to the origin of inflammatory 
or neoplastic disease. Examination may reveal a 
mammary mass which the patient was loath to re- 
veal or which was unknown to her. Other findings 
which may be relevant can be unearthed. 

Laboratory tests may be of great value. The sedi- 
mentation rate, blood smears, and bone-marrow 
studies, and blood chemistry may help in the di- 


Table 2. Benign Lesions Which Caused Pathologic Frac- 
tures. January 1, 1924, Through December 31, 1949. 


cause cases 


Table 3. Metastatic Malignant Lesions Which Caused 
Pathologic Fractures. January 1, 1924, Through Decem- 
ber 31, 1949. 


primary lesion cases 
Metastatic malignant lesion (undetermined)............ 105 
Metastatic tumors of bladder, lung, testicle, sigmoid, liver, 
muscle, brain (1 each)........ 


Figure 1. Anteroposterior and 
lateral views of spinal column. 
Senile osteoporosis with com- 
pression fractures in thoraco- 
lumbar region. A difficult dif- 
ferential diagnostic problem. 
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Figure 2. Valls vertebral biopsy 
needle. A. Center pin with adjustable 
ber director. B. “Feeler” and aspira- 
tion needle. C. Stylet. 


Figure 3. Anteroposterior and lateral views taken 
during process of aspiration biopsy, showing 
“feeler” needle in proper placement. 


agnosis. A routine thoracic roentgenogram should 
always be taken to rule out tuberculosis and pri- 
mary or metastatic pulmonary malignant lesions. 
Interpretation of the spinal roentgenograms them- 
selves is not always easy and requires special knowl- 
edge of the many types of pathologic fractures. 
When all the findings are nonproductive in en- 
abling one to make a diagnosis, a vertebral biopsy 
with a Valls type of needle may prove of value (see 
Figure 2). This instrument consists of a bar with 
an adjustable pin which is inserted into the dorsal 
spinous process. A fixed angle director is then moved 
a calculated distance from the midline, according 
to the size of the patient, and a 14-gauge needle, 
into which a longer 18-gauge needle has been in- 
serted is directed through the paraspinal muscles 
into the region of desired biopsy. Roentgenologic 


Table 4. Primary Malignant Lesions of Bone Which 
Caused Pathologic Fractures. January 1, 1924, Through 
December 31, 1949. 


lesion cases 
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control is used until the position is correct (see Fig- 
ure 3). The larger needle is then pushed down the 
“feeler” needle, and the latter is then withdrawn. 
Strong aspiration with a syringe will usually pro- 
cure sufficient tissue for microscopic or bacteriologic 
examination. With this method we have been able 
to make definite diagnosis of adenocarcinoma, mul- 
tiple myeloma, tuberculosis, and brucellosis (see 
Figure 4). Many more possibilities exist. Obviously 
the treatment is varied according to the diagnosis 


which is established. 


Fractures of the Femur and Extremities 


Pathologic fractures about the neck of the femur 
sometimes present a difficult diagnostic problem. 
The patients are frequently elderly, in the age 
group in which malignant lesions commonly occur. 
Their bones are often osteoporotic and the roent- 
genograms demonstrating the fracture with external 
rotation of the neck, may show an eroded appear- 
ance, and thus make one suspicious of a malignant 
lesion. More often than not, however, when the 
fracture is reduced, these suspicions will disappear. 
Even if a pathologic fracture is suspected, nailing 
should be done if there is a chance of holding posi- 
tion with some normal bone. After roentgen ther- 
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Figure 5A. Anteroposterior view of 5B. Anteroposterior view showing same 
left hip showing postirradiation path- fracture ten weeks after conservative 
ologic fracture of neck of the femur. treatment in bed. Union still precarious. 


Figure 4. Lateral view of lumbar seg- 
ment of spinal column. Aspiration bi- 
opsy culture showed Brucella abortus. 


apy, pathologic fractures have been known to heal 
and for a time the patient may be spared consid- 
erable distress and disability. Their care is also made 
much easier. 

Special mention should be made of postirradi- 
ative pathologic fractures. When heavy doses of 
roentgen therapy are given for pelvic malignant 
lesions without proper shielding of the portals, vas- 
cular changes in the neck of the femur can occur 
sufficiently to lead to a spontaneous fracture. If this 
is recognized early and treated conservatively with 
protection, union usually occurs without displace- 
ment (see Figure 5). Occasionally, difficult prob- 
lems arise with a nonunion of this type of fracture. 

In pathologic fractures of the bones of the ex- 
tremities, the problem of diagnosis is not so difficult. 
The roentgenogram is frequently fairly character- 
istic. When there is lysis of bone with irregular ill- 
defined margins, one must suspect a malignant le- 
sion, either primary or metastatic. Occasionally, a 
malignant tumor may be osteoplastic and produce 
bone, but signs of the destruction of bone will still 
be present. 

The fact that metastatic malignant lesions rarely 
occur below the knee or below the elbow is im- 


aa 


portant. Primary malignant lesions of bone may oc- 
cur anywhere, and while the roentgenographic find- 
ings are not always diagnostic, they do tend to show 
a characteristic pattern. 

Benign tumors through which pathologic frac- 
tures occur usually are well demarcated from the 
normal bone, and hence they do not present the 
complicated diagnostic problem that the malignant 
tumors do. The exception is found in the case of 
giant-cell tumors, in which the stromal cells may 
occasionally become malignant. 

Fortunately, from a diagnostic standpoint, the 
bones of the extremities are readily available for 
either open or closed biopsy, and we feel that a 
definite diagnosis should be made in this way in 
order to secure intelligent treatment and correct 
prognosis. 

Of aid in diagnosis, without open operation, is a 
large needle and syringe with which enough tissue 
frequently can be aspirated for a satisfactory micro- 
scopic study. For deeper and more solid tumors, we 
have devised a trocar punch needle which has 
proved very helpful in obtaining tissue for study 
(see Figure 6). This instrument consists of a tubu- 
lar sheath with a mouth sufficiently large so that 
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5C. Anteroposterior view of left hip show- 
ing same fracture ten months after it 
took place, with solid union of fracture. 


when the trocar is inserted, tissue which falls into 
the opening can be guillotined off with a tubular 
knife which fits inside. 

Frequently, an unnecessary surgical procedure 
can be avoided when a biopsy with this instrument 
shows a metastatic malignant lesion to be the cause 
of the pathologic fracture (see Figure 7). We do 
not feel that open biopsy is to be frowned on if it 
is done under tourniquet, and the surgeon is ready 
to proceed with amputation or other treatment. 
Once the diagnosis has been made, one should go 
right ahead with whatever treatment is possible. 


Benign Tumors 


Benign tumors of the long bones causing path- 
ologic fractures can usually be treated surgically. 
It is true that when simple cysts and giant-cell 
tumors are fractured through, they will heal with 
immobilization alone. More often than not, how- 
ever, they heal with a structurally weak bone and 
later pathologic fractures are likely to occur. The 
treatment of choice is as complete a removal of the 
tumor or lining of the cyst cavity as possible, fol- 
lowed by bone grafting. Even then, recurrences oc- 
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Figure 6. Trocar punch biopsy set. A. Sheath trocar. 
B. Tissue extractor. C. Knife plunger. D. Tubular 
knife. E. Detail of B. F. Sheath and knife assembled. 


cur, and secondary operations are sometimes nec- 
essary. Roentgen therapy may help in recurrences. 

There are few sufficiently benign tumors which, 
when properly located, allow total removal of the 
tumor and surrounding bone and massive bone 
grafting. When a pathologic fracture occurs through 
an osteochondroma, the neoplasm is usually of the 
cellular type, and if sufficient search is made in the 
microscopic sections, malignant tissue may be found. 
Then amputation may be indicated. These tumors 
do not respond to roentgen therapy. 


Primary Bone Tumors 


When a pathologic fracture occurs in a primary 
bone tumor, whether it is an osteogenic sarcoma, 
Ewing’s tumor, or a multiple myeloma, the die is 
cast. Amputation may relieve the patient of pain 
and of a useless limb in which there would ulti- 
mately develop a large mass which would ulceraie 
and become edoriferous. Roentgen therapy may slow 
the growth sufficiently to allow the patient to die 
before it becomes too large. This is especially true 
of Ewing's tumor, reticulum-cell sarcoma, and mul- 
tiple myeloma, which are somewhat radiosensitive. 
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Metastatic Tumors 


The problem of handling pathologic fractures of 
long bones due to metastatic malignant lesions is 
difficult. Disability is severe and nursing care is 
troublesome. Roentgen therapy may help tempo- 
rarily, but the main problem is the comfort of the 
patient. In recent years we have seen the use of 
intramedullary nails reduce the problem slightly, 
when the fracture site and bone permitted this type 
of treatment (see Figures 8 and 9).* Roentgen 
therapy can be given with the nail in place, and 
occasionally union will ensue. 

In conclusion, the paramount problem in the 
handling of pathologic fractures is knowledge of 
the disease present. When this is known, an intelli- 
gent approach can be made to treatment. 


*Cases illustrated in Figures 8 and 9 used by permission 
of Dr. Hugh Smith, Campbell Clinic, Memphis, Tenn. 


Figure 7A. Right humerus, showing 
pathologic fracture. B. Specimen ob- 
tained with trocar punch, showing 
metastatic ad: i 


Figure 8A (below). Anteroposterior 
view of left femur with pathologic 
fracture through metastatic lesion 
from carcinoma of breast. B. Antero- 
posterior and lateral view of left 
femur, showing intramedullary nail 
in place and attempt at union. Pa- 
tient walking on crutches. 


Figure 9A. Anteroposterior and lat- 
eral views of right femur, showing 
metastatic lesion from carcinoma of 
cervix with pathologic fracture. B. 
Anteroposterior and lateral views 
of right femur three months after in- 
tramedullary nailing, showing callus 
formation and attempted union. Pa- 
tient walking with crutches. 
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BY EDWIN J. DECOSTA, 


AND RALPH A. REIS, M.D. 
Chicago, Illinois, and Des Moines, lowa 


MILTON S. MARK, M.D., 


The trend away from breast feeding is mainly the result of the mental attitude of the new 
mother. Of 1,280 patients studied, 562 made no effort to nurse. Two-thirds of 
this group offered excuses rather than valid reasons for their refusal. Once the new mother 


has developed an attitude on nursing, it seems logicai to permit her to make her own decision. 


ONE OF THE major problems of the puerperium, at 
least from the point of view of the new mother, is 
the desirability of or the need for breast feeding. 
The relative merits of breast feeding and artificial 
feeding of the newly-born have been discussed at 
length in the medical literature of the past several 
decades. Much of this discussion is factual and 
some is scientific, but too frequently it has been on 
an emotional rather than on a scientific level. With 
the resulting confusion among physicians, there is 
little wonder that there exists a much greater con- 
fusion among our new mothers. 

Nursing is, and should be, a more or less volun- 
tary act on the part of the new mother. Her attitude 
toward nursing in general and breast feeding her 
newly-born infant in particular is the most impor- 
tant basis for her subsequent actions. Her attempt 
to breast feed her new baby or her refusal to do so, 
can be attributed directly to her own attitude on 
this subject. 

There can be no doubt of a changing attitude on 
this question of nursing. It has developed gradually 
but steadily during the past thirty years. The per- 
centage of women who do not desire to nurse and 
who refuse to nurse is steadily increasing. Since 
this attitude is, in the main, a voluntary one, and 


since the change in attitude is more or less spon- 
taneous, it would seem worthy of analysis. 

This study then, was undertaken to determine 
what percentage of mothers nursed; how long they 
nursed; and why they stopped nursing; why some 
mothers made no effort to nurse; why some mothers 
refused to nurse; and finally, the effect of nursing 
on the health of the baby. 

The patients reported here represent the private 
and service clientele delivered at Michael Reese 
Hospital during 1948. They are a cross-section of 
Chicago’s lower, middle, and upper economic levels. 
The statistics obtained may differ from those ob- 
tained in another community, in a single economic 
group, at another period of time, or perhaps even 
by a different method of investigation. 

An attempt has been made to be impersonal, not 
only in the method of obtaining the material, but 
also in analyzing it. Since personal interview was 
not feasible, a carefully-worded questionnaire was 
sent to each patient who was delivered of a normal, 
full-term infant at Michael Reese Hospital between 
January 1 and November 1, 1948. Questionnaires 
were received by 1,873 former patients. One thou- 
sand two hundred and eighty were filled out and 
returned, a 68.3 per cent response. Of these replies, 
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Table 1. 
1,873 Questionnaires sent to former patients 


1,280 Returned (68.3%) 


1,150 Total 
552 (48%) 
598 (52%) 


Private Patients 
Not nursing 
Nursing 

Service patients 
10 ( 7.7%) 
120 (92.3%) 


Not nursing 
Nursing 


562 (44 per cent), reported that no attempt had 
been made to nurse, while 718 (56 per cent) re- 
ported one or more days of nursing (Table 1). 


Non-Nursing Mothers 
Five hundred and fifty-two (98.2 per cent) of 


those who did not nurse were private patients. The 
service patients involved constituted too small a 
group to provide significant data. 

Twenty-seven per cent of these 552 mothers 
(Table 2) did not nurse because they “did not want 
to,” or because they considered the advantages of 
bottle feeding outweighed breast feeding, or be- 
cause breast feeding was “unnecessary.” Twenty- 
three and six-tenths per cent had had unsatisfactory 
nursing experiences in the past and were unwilling 
to try to nurse the baby. Eight and nine-tenths per 
cent reported having “insufficient” milk even though 
no effort was made to nurse. Eight and five-tenths 
per cent did not nurse for such psychogenic reasons 
as “considering nursing repulsive,” a “frustrating 
experience,” or because they felt themselves to be 
“nervous” or temperamentally unfit. Altogether, 72.0 
per cent of the mothers who made no effort to 
nurse offered what may be considered excuses for 
not nursing. What seemed to be valid reasons were 


Table 2. Major Causes for Not Making 
Any Effort to Nurse. 


Total 552—expressed in percentages 
. Did not want to, unnecessary, advantage of bottle out- 
weighed nursing 
. Previous nursing experience unsatisfactory 
Insufficient milk 10.37 per cent 
Breast complication 6.2 per cent 
Miscellaneous 7.1 per cent 
. Insufficient milk (did not nurse) 
. Psychogenic causes (nervous, repulsive) 
. Chronic disease (Rh(—), cardiac, TBC) 
. Inverted nipples 
. Other duties interfered 
. M.D. advised against 
. Cesarean 
. Acute cons 


. No reason given 


given in 16.1 per cent of patients (Table 2, items 
5, 6, 8, 9, and 10). 

It has long been stated that many mothers refuse 
to nurse because they do not want to be “tied down” 
or because other duties interfere with nursing. In 
this series, only 4.0 per cent gave these reasons for 
not nursing. It has been further stated that many 
mothers do not want to nurse because they fear 
that nursing will ruin their figures. There was not 
a single patient in this series who expressed such 
an opinion. 

Many of the patients who considered the ad- 
vantages of bottle feeding to outweigh breast feed- 
ing mentioned that only with bottle feeding does 
one know how much milk the baby actually takes, 
thus eliminating the uncertainty of the quantity of 
the food the baby is getting. 


Nursing Mothers 


Of the 598 private patients who did nurse, 42.8 
per cent stopped within two weeks; while of 120 
service patients, only 20.0 per cent stopped within 


Table 3. Duration of Nursing—expressed in percentages. 


Service 120 Private 598 
6.7 19.2 
13.3 23.6 
15-30 days 9.2 13.5 
Over 1 month 13.3 13.5 
16.7 14.4 
40.8 15.7 


the same period. On the other hand, 15.7 per cent 
of private patients and 40.8 per cent of the service 
patients nursed over five months. Thus almost twice 
as many private patients stopped nursing within the 
first two weeks, and less than half as many nursed 
over five months (Table 3). 

Of the total of 1,150 private patients, only 29.8 
per cent nursed over two weeks, 15.6 per cent over 
two months, and 8.2 per cent over five months. It 
is apparent that if the number of nursing mothers 
is to be increased, greater efforts must be made 
during the first two weeks. 

In considering the various causes for stopping 
nursing, private and service patients have been 
grouped together (718), and then divided into 
those patients who nursed fourteen days or less 
(274) and those who nursed longer than fourteen 
days (444) (Table 4). Of the latter group, 121 pa- 
tients continued to nurse their babies for more than 
four months. Thus 27.2 per cent of those who 
nursed over 14 days gave their babies a good start, 
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Table 4. Major Causes for Stopping Nursing—expressed 
in percentages. Service and Private, 718. 


14 days orless 15 days or more 


274 444 
Insufficient milk. .........-- 44.2 38.1 
Breast infection (abscess & mastitis) 9.5 47 
Cracked, sore, or bleeding nipples 13.5 2.0 
Inverted nipples .........-- 47 0.2 
Baby would not nurse........- 5.1 3.4 
Milk did not agree.......... 47 3.4 
Other duties interfered....... 2.9 3.2 
M.D. advised against........ 1.5 2.9 
1.5 1.1 
No reason given.........-- 1.1 1.1 
Misc. causes (each less than 1%) 8.8 8.1 
Baby had good start.........- 27.2 


but this constitutes only 9.5 per cent of the total 
group (1,280). 

The most frequent reason for discontinuing nurs- 
ing was “insufficient” milk (44.2 per cent of those 
who nursed fourteen days or less and 38.1 per cent 
of those who nursed over fourteen days). The next 
most frequent reason was some breast or nipple 
complication, constituting 27.7 per cent and 6.9 
per cent, respectively. As would be expected, most 
of the breast complications, particularly those asso- 
ciated with nipple pathology, manifest themselves 
during the first two weeks. Breast abscesses de- 
veloped in 1.8 per cent of the nursing group. The 
various other causes are more or less self-explana- 
tory. 


Table 5. Major Causes for Stopping Nursing— 
expressed in percentages. 
Service 82 Private 515 


Baby would not nurse..........0005 3.7 5.0 
Milk did not agree... 1.2 5.2 
Acute constituti 9.8 3.7 
Other duties interfered............- 6.1 3.3 
M.D. advised against..........++-. 1.2 3.1 


In a comparison of service and private patients, 
the major causes of stopping nursing are quite sim- 
ilar except for a much higher incidence of consti- 
tutional diseases in service patients and for a higher 
incidence of infections and milk “not agreeing” in 
the private group (Table 5). The 121 patients who 
nursed over four months have been deleted from 
this group because nursing presumably was satis- 
factory for them. 

Significant difference in age was observed be- 
tween service and private patients (Table 6). Ap- 
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proximately one-fifth of service patients, compared 
to one-eightieth of private patients, were under 
twenty years of age. The ages of private patients 
were about the same whether they nursed or not. 
Considering both private and service clientele, there 
does not seem to be a shift away from nursing 
with increase in age. Age per se undoubtedly is not 


Table 6. Percentages by Age. 
15-19 20-24 25-29 30-34 35-- 


Nursing 
Service 
19.2 34.1 200 17.5 9.1 
Private 
1.3 23.1 362 253 13.9 


4 78 389 304 12.7 


a factor, but the experience and extraneous respon- 
sibilities that go with age could well influence the 
mother’s decision as to nursing. 

Of the nursing private patients, 61.1 per cent 
were primiparae, 24.4 per cent secundiparae, and 
14.5 per cent terti plus parae (Table 7). In non- 
nursing mothers, 41.5 per cent were primiparae, 
41.1 per cent secundiparae, and 16.3 per cent terti 
plus parae. Sixty-one per cent of primiparae at- 


Table 7. Parity of Private Patients— 
expressed in percentages. 
nursing non-nursing 
(598) (552) 


tempted to nurse. Only 38.6 per cent of secundi- 
parae made a similar effort (Table 7). 

Expressing these percentages differently, 61.5 
per cent of the primiparae attempted to nurse, while 
the secundiparae, only 38.7 per cent made similar 
effort (Table 8). What has happened to discourage 
so many secundiparae? It is apparent that previous 
experience plays a definite role in the development 
of an attitude against nursing. If breast feeding is 
easier, better for both mother and infant, and the 
joyous experience some authors have emphasized, 
then the percentage of nursing mothers should in- 
crease rather than decrease, with parity. Perhaps 
this can be explained by Table 2. It will be recalled 


that 23.6 per cent of non-nursing mothers made no 


Table 8. Relationship of Parity to Nursing— 
expressed in percentages. 


attempted nursing non-nursing 


48.9 51.1 


| | 
i, 
Non-Nursing 
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attempt to nurse because their previous nursing 
experience had been unsatisfactory. 

It has often been stated that the physician is 
partly responsible for lack of breast milk because of 
the widespread practice of supplementary feeding 
during the first few days of life. There is an under- 
standable urge to try to limit or even to prevent the 
baby’s initial weight loss. This simplifies the physi- 
cian’s problems during the first few post-partum 
days, for as long as the baby gains the parents are 
happy. In this group, supplemental feeding during 
the first week of life was begun in 25.7 per cent of 
service patients and 46.9 per cent of private patients 
(Table 9). On the other hand, 56.7 per cent of 
service nursing mothers never found supplementary 
feeding necessary, while only 32.8 per cent of 
private patients enjoyed similar success. These ob- 
servations may be interpreted in one of two ways; 
either service patients are by nature better milk 
producers, or supplementary feeding tends to dis- 
courage breast feeding. 


Table 9. Onset of Complementary Feeding— 
expressed in percentages. 
In service and private patients. 


1-7 days after 8 days No supplement 


Service 

25.7 17.6 56.7 
Private 


It is important to try to determine what effect 
each tvpe of feeding has on the babies’ health. Of 
the non-nursing group, 0.7 per cent reported other 
than good health, and 3.3 per cent of nursing serv- 
ice patients and 5.3 per cent of nursing private pa- 
tients had difficulties. These difficulties however 
were minor, consisting largely of colic and mild di- 
arrhea. It seems fair to conclude that the vast ma- 
jority of babies enjoyed excellent health during the 
first year of life, whether breast fed or artificially fed. 

Diethylstilbestrol is widely used for drying up the 
breasts. Various authors have stated that the use of 
this drug leads to excessive post-partum bleeding. 
Of non-nursing private patients, 91 per cent re- 
ceived varying amounts of diethylstilbestrol up to 
a maximum of 225 mgm. over a five-day period and 
3.2 per cent of these mothers reported excessive 
bleeding. Diethylstilbestrol was given to 51.4 per 
cent of nursing mothers during weaning; excessive 
uterine bleeding was reported by 4.6 per cent of 
these patients. Forty-five and five-tenths per cent 
of nursing mothers were not given this medication 
during weaning and 2.9 per cent of this group re- 
ported excessive bleeding. Thus it appears that 
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there is an increase in excessive uterine bleeding in 
the group which was given diethylstilbestrol during 
weaning—but that this increase in frequency does 
not seem significant. 


Pros and Cons of Breast Feeding 


It is not our purpose to weigh the advantages of 
breast teeding from a health standpoint. It is ac- 
cepted that breast milk is healthful for the over- 
whelming percentage of newly-born babies. Fur- 
thermore breast milk is always fresh, always of 
proper temperature, immediately available, inex- 
pensive, and rarely contaminated with pathogenic 
bacteria. It has been stated that breast milk confers 
immunity against many infections but this has 
never been proven. 

Nursing may be beneficial to the mother since 
suckling stimulates uterine contractions and thereby 
may stimulate involution of the uterus. Perhaps it 
may be proven, as has been suggested, that the in- 
cidence of carcinoma of the breast is lower in women 
who have nursed. The fact remains that an increas- 
ing percentage of women do not want to nurse. 

It has become popular in both medical and lay 
publications to stress the great psychic advantages 
of breast feeding for the baby. Breast-fed babies are 
supposed to be happier babies and to be less likely 
to develop personality problems. These articles 
never state the length of time breast feeding must 
continue in order to produce such results. They do, 
however, emphasize a variety of intangible psychic 
factors which, upon careful analysis, seem quite as 
applicable to artificial feeding as to breast feeding. 
It seems just as logical to assume that contentment 
and security can be developed by snuggling the 
bottle-fed baby during feeding. Certainly the so- 
called advantages of a demand feeding schedule can 
be realized just as satisfactorily with artificial feeding. 

On the other hand, it seems strange that the pos- 
sible psychic disadvantages are rarely if ever men- 
tioned. It could be argued that the nursing baby 
will become frustrated if the milk supply is inade- 
quate—as it always is during the first few days of 
life—or if it becomes inadequate as it does so often 
after the first several weeks. Furthermore may not 
the new mother who has been cajoled, exhorted, 
frightened, or brow-beaten into nursing in spite of 
her attitude against this procedure, develop a guilt- 
feeling and a sense of inadequacy or insecurity if it 
develops that she is unable to nurse successfully? 
No one has given the final word on these problems. 
The protagonists of breast feeding often seem too 
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emotional in their efforts to make all women breast 
feed their babies. As a result, the question arises 
as to whether such efforts result in good or in harm. 
Since there is little established evidence that the 
artificial feeding of today has any adverse effect on 
mother or child, why brow-beat a mother into nurs- 
ing her new baby when she has a definite attitude 
against nursing? The effect of such well-meant ef- 
forts were evident in too many of the question- 
naires. Many women who did not nurse apologized 
for their “failure” to so do—they knew that “every- 
one should nurse” and seemed to feel guilty and 
unhappy and even frustrated for not doing what 
was expected of them. On the other hand many 
who nursed seemed tremendously elated over their 
accomplishment and at times seemed almost to ex- 
pect a citation for a job well done. 

Such reactions would seem to portray the present 
trend to associate failure to nurse with a moral 
failure and the ability to nurse with moral accomp- 


lishment. It would seem more logical under present 
conditions and in the light of present knewledge, to 
permit each mother to make her own decision. Such 
a decision should be made only after she knows the 
facts. Here the physician often has been remiss. 

The busy physician too infrequently discusses the 
problem of nursing with the prospective mother. 
Too often is the shaping of maternal opinion left 
to the nurse, nursery maid, social worker, mother- 
in-law, neighbor, or even to chance. The establish- 
ment and development of an attitude on nursing 
cannot be sudden—it must be gradual. Once estab- 
lished, it would seem logical to permit each new 
mother to make her own decision. If this decision 
is to nurse, she should be encouraged and every- 
thing possible should be done to help her. On the 
other hand, if her decision is not to nurse, she 
should be reassured that, as far as is actually known, 
an artificially-fed baby can be quite as healthy as 


one that is nursed. 


ASSISTANCE BY ENCOURAGEMENT 


Waite the American Academy of General Practice does not operate a physicians placement 
service, it is doing much to assist in the solution of the problem of distribution of physicians. As 
mentioned before, most of the requests are for general practitioners, and to meet these requests 
adequately there is need for more emphasis on general practice. The main efforts of the Academy 
in regard to placement of general practitioners have been to encourage medical students to enter 
general practice and to assist in the development of graduate training programs that will better 
prepare young physicians for general practice. The Academy has encouraged preceptorship train- 
ing for medical students with qualified general practitioners, so that medical students might be- 
come familiar with the work and life of a general practitioner and see for himself what it is like 
to live in a smaller community. 

The Academy has also done much to stimulate interest in programs to train more physicians 
for general practice in state medical schools such as those of the University of Kansas and the 
University of Colorado. The Academy is developing a handbook describing methods of selecting 
a location and establishing and carrying on a general practice.—Physicians Placement Service, 
Council on Medical Service, A.M.A. 
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“The simple way to get Junior back on the road to normal eating is to let him 
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get hungry. 
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BY LYON STEINE, M.D. 


Valley Stream, New York 


The great majority of children who will not eat are not suffering from organic disease, 


but are merely showing the normal diminution of appetite which occurs about the 


age of one year. The normal child’s eating habits are dictated by hunger. 


It is often a disturbed mother-child relationship which causes feeding difficulties. 


No one whose practice requires him to see many 
children can fail to be impressed by the frequency 
with which he hears the complaint, “Doctor, my 
child refuses to eat anything,” or “Doctor, I can’t 
make my child eat a thing.” When investigating the 
nature of a child’s anorexia, one must first deter- 
mine whether the child's appetite is actually as poor 
as described by the mother. It happens very fre- 
quently that the child’s food intake is physiolog- 
ically adequate, as demonstrated by the attainment 
of proper height and weight for the age but the in- 
take is less than the mother thinks it should be. 

Sometimes more detailed questioning of the 
mother will disclose that the alleged poor appetite 
consists of nothing more than the refusal by the 
child to eat one or more specific foods which the 
mother believes are essential to the child’s well- 
being. Spinach is a common example of this; the 
child can’t stand the stuff, but the mother is certain 
that he must eat some of it every day if his health is 
to be maintained. In such a situation, it should be 
pointed out that no one food is essential—substitutes 
are always available. Most children will eat bread, 
meat, fruit, and milk. These constitute an adequate 
diet without the cooked cereal and vegetables so 
many children refuse to eat. In many cases they 
will eat raw vegetables but refuse cooked ones. 


If true anorexia is actually present, the many 
possible organic causes must first be ruled out. W. 
C. Davidson lists the more common ones as fol- 
lows: any febrile illness, adenoids, appendicitis, 
constipation, dysentery, empyema, gastritis, chronic 
intestinal indigestion, catarrhal jaundice, leukemia, 
mental retardation, mumps, nephritis, otitis media, 
intestinal parasites, peritonitis, pneumonia, poison- 
ing (arsenic, lead, mercury), purpura, pyuria, rheu- 
matic fever, rhinopharyngitis, scarlet fever, stoma- 
titis, tonsillitis, tuberculosis (kidney, intestines, 
lung), cyclic vomiting. Poisoning by excessive 
amounts of vitamins should also be born in mind. 

It is safe to say that the vast majority of children 
who will not eat are not suffering from any organic 
disease but are merely showing the normal diminu- 
tion of appetite which occurs about the age of one 
year. 

R. M. Bakwin has pointed out that to expect a 
small child always to be hungry is a fallacy. After 
the first vear and until school age children are rarely 
hungry or ask for food. Somewhere along about the 
age of 5 or 6, the appetite spontaneously returns. 
Incidentally, if the tonsils are removed at this time 
the improvement in the appetite is usually credited 
to the operation. Unless forewarned the mother is 
entirely unprepared for this loss of appetite, 
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and even many physicians do not recognize it. 

The average newborn infant usually triples his 
weight during the first year of life but does not 
triple it again until the passage of another 9 or 10 
years. The mother, however, expects him to con- 
tinue during his second, third, and fourth years to 
eat the way he did during his first year, which is a 
physiologic impossibility. If he did manage to eat 
proportionately during those years, he would weigh 
70 pounds at 2 years, 220 pounds at 3 years, and 
700 pounds at 4 years. 

Benjamin Spock wrote that the mother should be 
warned before the change in appetite occurs. It is, 
in fact, wise to repeat the caution each time the 
baby is seen between 9 and 15 months. You say, 
“Don’t be surprised if the baby’s appetite falls off 
and he becomes more choosy. This is normal, other- 
wise he would become an obese monstrosity. He 
may turn against half his vegetables. Do not worry. 
Serve him the others. He may reject all his vege- 
tables for days or even weeks. If this happens, I 
wouldn’t even serve them for two weeks. . . . While 
he is off his vegetables, serve him fruit twice a 
day.... 

“He may temporarily cut down his milk intake to 
a pint a day or even less. A pint is enough any- 
way. . . . His milk intake will probably go up again 
sooner or later if you don’t turn it into an objec- 
tionable food by urging it. Instead of cooked cereal 
you can offer dry cereal, bread, potato, macaroni, 
tapioca, rice. . . . 

“If you will let your baby go on thinking of food 
as something always to be enjoyed, his nutrition 
will take care of itself, even though his appetite 
varies considerably in amount and in kind. But if 
during this period when he becomes more choosy, 
you urge and force and make him feel that half the 
foods are his enemies, there's a good chance that 
you will make him thin and cantankerous.” 


Child Prefers to Eat When Hungry 


In approaching this problem of anorexia in child- 
hood, it is essential to realize one very important 
fact which cannot be emphasized too strongly, 
namely, a normal child prefers to eat only when 
hungry—and not always then. This is a point which 
is not ordinarily considered by adults, who eat not 
only in response to the urge of hunger but also 
in obedience to social custom and as part of the 
routine of daily habit. 

Again, the mother is accustomed to the tremen- 


dous appetite shown by the child during the first 


year of his life, when feeding is a very simple proc- 
ess. The child opens his mouth and she places 
food in it and the child opens the mouth for more. 
The appetite is practically insatiable. But eventu- 
ally, usually somewhere between the ages of 10 and 
14 months, the appetite falls off, the food intake 
lessens, the rate of weight gain diminishes marked- 
ly, and the child grows taller and begins to lose 
his infantile chubbiness. 

Any one of these manifestations alone will alarm 
the inexperienced mother; the sum of them can pro- 
duce a reaction akin to panic. She reacts by attempt- 
ing to force food into the child who naturally 
objects to this procedure. His reaction can take 
several forms. He may accept the food and swallow 
it unwillingly in order to avoid argument—and then 
a few minutes later, vomit all of it. Or he may take 
it into his mouth only to spit it out. Or he may just 
clench his teeth and refuse to take the food at all. If 
attempts to force food into him are persisted in, he 
will become so resentful and “fed-up” that he will 
refuse even the food he likes and wants—and then 
a feeding problem has been created. Feeding prob- 
lems, like heroes, are made, not born. Or the child 
may quickly realize the importance his mother at- 
taches to the fact of his eating or not eating and 
then take advantage of it to dominate her. He will 
learn that he can get what he wants by the simple 
act of eating or refusing to eat. Then he will be- 
come a tyrant. 

Two types of children in whom parental in- 
fluences play the major part in causing feeding dif- 
ficulties have been described by R. M. Bakwin. 
First is the overprotected child who is not allowed 
to grow up and become self-reliant, whose rate of 
growth is watched too closely, whose every whim 
is catered to, and who is coaxed, bribed, and cajoled 
into eating. He uses meal times as a means of gain- 
ing and holding the parents’ interest and attention. 
The second type is the child who is overprotected 
by the parents because of a sense of guilt arising 
from the absence of real affection for the child. The 
true parental attitude of rejection is often recog- 
nized by the child who refuses to eat in order to 
gain revenge. 


Some Don’‘ts for the Mother 


It must be impressed upon the mother that the 
child will eat only when hungry, also that he 
will not realize that eating is fun unless he is first 
allowed to get hungry. Hence the way to get him to 
eat is to let him get hungry. And the way to make 
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him hungry is to withhold food. This point of view 
comes as a great shock to the mother because her 
whole interest has been centered on trying to make 
him eat. Sne should be reassured that there is no 
case on record of any normal child having volun- 
tarily starved himself to death or into a state of ill- 
health merely because his mother allowed him to 
follow the dictates of his appetite, and did not in- 
sist on trying to force three full meals into him each 
day. Also, it should be explained that if the child 
eats the equivalent of even one full meal each day, 
he is getting as much food as he can reasonably be 
expected to consume. 

The child who eats poorly begins the day by re- 
fusing to eat a good breakfast. His mother then 
approaches him in mid-morning with some crackers, 
a glass of milk, or some bread and jam, or, worse 
still, with some chocolate, a lollipop, or some other 
form of candy. If the child is at all hungry at this 
time and takes any of the proffered foods or sweets, 
he ruins his appetite for lunch, and therefore re- 
fuses to eat it. The mother is now worried because 
Junior has skipped two consecutive meals. She 
therefore repeats the mid-morning performance in 
the course of the afternoon. By then the child is 
hungry, and once more accepts some of the prof- 
fered food or candy. Again this ruins his appetite 
for supper. The next day this routine is repeated and 
the next and the next. 

The simple and obvious way to get Junior back 
on the road to normal eating is to let him get hun- 
gry and stay hungry until a mealtime. Contrary to 
the belief of practically all mothers of small chil- 
dren, there is nothing dangerous in a child’s being 
hungry for a few hours. It will not ruin his health, 
nor will it make him susceptible to tuberculosis, 
pneumonia, or other serious disease. If he refuses 
to eat his breakfast, he should get nothing at all to 
eat except possibly a little fresh fruit until lunch- 
time. If he does not eat his lunch, he will develop 
some appetite by suppertime—provided that during 
the afternoon he gets no food except perhaps some 
fresh fruit. He will be the better for receiving no 
candy at any time except perhaps some chocolate at 
the end of a meal. 

Mothers should learn that a child will eat more 
when served small portions. A plate piled high with 
food will drive away whatever appetite he might 
have, whereas a small amount may tempt him to 
eat. It is a common practice to refuse a child his 
dessert if he does not consume all of the food given 
him for the main part of the meal. The mother will 
say, “You cannot have any pudding unless you eat 
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all your spinach.” This implies that the pudding is 
a prize or reward for eating spinach. Actually, the 
pudding is just part of the meal, and it should not 
be used tor reward or punishment. 

The atmosphere at the table should be a pleas- 
ant one, and not one of constant wrangling. The 
child should not be first begged and cajoled and 
then threatened, scolded, warned, praised, urged, 
and promised rewards, or otherwise coerced into 
eating. It would be immensely better if he were 
left with the idea that the amount of iood he eats 
is a matter of indifference to everyone at the table. 
The food should be placed before him without 
comment, left for a reasonable time, and then the 
uneaten remainder removed, again without com- 
ment. The importance of a pleasant atmosphere is 
recognized by the management of a well-run _res- 
taurant. They provide soft lights, deep carpets, quiet 
waiters, and pleasant music. The child too must 
have a pleasant atmosphere if he is to eat well— 
and the mother who constantly hovers about and 
makes a nuisance of herself provides anything but 
a pleasant atmosphere. The food should be properly 
and tastefully prepared and attractively served, and 
the other members of the family must set a good 
example by eating well and by refraining from ad- 
verse comments about the menu. 

J. P. Gibson made an excellent suggestion in re- 
gard to the care of the “only child.” He recom- 
mended that the mothers of the neighborhood make 
a working arrangement whereby the children can 
have their meals together. They always eat better 
in the company of other children. 


When Child Is Underweight 


When a child is definitely underweight and the 
intake of food remains low either because of poor 
maternal co-operation or because the habit of a low 
food intake has become well ingrained, it is pos- 
sible to increase the amount of food eaten without 
increasing the bulk. This can be done easily by add- 
ing powdered skim milk to the food. This material 
has all the nutritive value of milk except for the 
fat—it is high in protein and in calcium but low in 
bulk. It is readily miscible with practically all foods, 
and as it has very little taste, it does not appreciably 
alter the taste of the food to which it has been 
added. It can be used to fortify custards, cereals, 
omelets, mashed potatoes, many cooked vegetables, 
eggnogs, cocoa, and other milk drinks and even 
milk itself. A couple of tablespoonfuls added to a 
dish of cereal will provide the food value of an 
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extra glass of skim milk without the child having 
to drink extra fluid. 

The skim milk powder can also be used in mak- 
ing mixed drinks which may be taken between 
meals. The low fat content permits the material to 
pass rapidly from the stomach so that the appetite 
for the next meal is not too much impaired. One 
formula for such a drink is: 


Powdered skim milk . . . 23 cup (315 cc.) 
ee 1 pint (473 cc.) 

6 

ee ae 1 to 2 tablespoons (15 to 30 cc.) 


This provides in each quart 92 Gm. carbohydrate, 
70.5 Gm. protein, 2 Gm. fat, and 665 calories. It 
may be cooled, frozen, or warmed as desired, and 
may be flavored and sweetened to taste. 

In the cases of older children, those between the 
ages of 5 and 10 years, the problem is somewhat dif- 
ferent. Failure to eat at this age is not so frequently 
based upon a disturbed mother-child relationship. 
Poor appetite in these children, especially when as- 
sociated with failure to maintain normal height and 
weight, may be due to unrecognized congenital 
cardiovascular, genitourinary, or gastrointestinal de- 
fects. Retarded growth may also be due to endocrine 
causes, and it may then respond to endocrine treat- 
ment, especially the thyroid and possibly the pitui- 
tary. 

Poor appetite may also result from psychogenic 
disturbances such as anorexia nervosa, from exces- 
sive fatigue, or from anemia or other blood disturb- 
ance. Heredity may also play a role in the failure 
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Blue Cross protects the patient .. . 


DO DOCTORS CONDONE BLUE CROSS ABUSE? 


Many PATIENTS are abusing the hospitalization program . . 
wittingly, are abetting the deception by admitting patients for laboratory work instead of treat- 
ment, by ordering unnecessary services, and by permitting them to remain longer than necessary. 
Many people who would be horrified at the thought of taking one penny from a fellow man have 
not the slightest compunction about taking money under false pretenses from an insurance 


to reach normal standards of weight and height. If 
no cause for the persistent poor appetite can be 
found, 5 units of insulin given half an hour before 
meals usually improves the appetite markedly. 

Recently Wetzel et al have advocated the use of 
crystalline vitamin B,, to stimulate the appetite 
and overcome the secondary growth deficiencies of 
underdeveloped school children. Ten micrograms 
were given orally each day to a small group of chil- 
dren and about half of them responded with a 
rapid and dramatic improvement. 

The following items taken from “Children Like 
to Eat,” published by the Childrens’ Bureau, Wash- 
ington, D. C., admirably summarize the answers 
to the problem: 


. Children will eat if you let them. 
. Do not force food. 
. Let the child’s needs determine how much he 
wants. 
Help him to help himself. 
Watch when he is ready to take the next step. 
Have pleasant surroundings. 
. Be casual, friendly, patient. 
. Don’t scold, nag, fuss. 
Respect your child’s likes and dislikes. 

It has all been expressed even more concisely in 
Proverbs XV, 17, “Better is a dinner of herbs where 
love is, than a stalled ox and hatred therewith.” 


— 


A bibliography accompanying this article is available 
upon request from the Editorial Office cf GP. 


. and some doctors, wittingly or un- 


Some hospital staffs order every conceivable laboratory test and x-ray from scalp to toes . 
rather than rely on sound physical diagnosis. The day may come when Blue Cross will be too 
expensive for poor people. When that day comes, there will be compulsory health insurance. 
it is the doctor who must protect Blue Cross—Paur R. 
Hawtey, M. D., Chairman, Health Service, Inc. (Chicago Daily News). 
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Splanchnicectomy in Hypertension 


BY REGINALD H. SMITHWICK, M.D. 


Boston, Massachusetts 


Splanchnicectomy is most effective in the early stages of hypertensive cardiovascular disease. It 

is employed chiefly in persons under 50 years of age who have cardiovascular changes ranging 
from slight to marked, and who have persistent hypertension. The effect of operation upon mortality 
and survival rates serves as the principal basis for the selection of cases for surgery. 


Hypertensive cardiovascular disease is responsible 
for much disability, and its yearly mortality rate has 
been estimated to be two or three times that re- 
sulting from cancer. The cause of the disease is un- 
known; consequently all therapeutic approaches 
have to be empiric. Even though no form of treat- 
ment can be regarded as specific, the judicious use 
of those measures which are available can favor- 
ably modify the course of this disorder. At the pres- 
ent time, a reduction in the dietary intake of sodium 
and fat, drugs which may have a sedative or hypo- 
tensive effect, and sympathectomy are the most im- 
portant forms of treatment we have. The purpose 
of this paper is to discuss the indications for surgical 
treatment. 

One of the outstanding characteristics of most 
hypertensive patients is an unusual variability of 
their blood pressure. This was discussed in con- 
siderable detail by Hines and Brown of the Mayo 
Clinic nearly twenty years ago and since by Hines. 
They found that most hypertensive patients over- 
reacted to various stimuli by an excessive rise in 
blood pressure, and noted that the immersion of one 
hand in ice water for one minute was a satisfactory 
standard stimulus for demonstrating this phenom- 
enon. After studying the reactions of many hyper- 


tensive and normotensive individuals to this stim- 
ulus, they reached the conclusion that a response in 
excess of 20/15 mm. of mercury was indicative of 
hyperreactivity. 

They found that about 15 per cent of supposedly 
normal persons were hyperreactors and that the 
percentage of children of hypertensive patients ex- 
hibiting this phenomenon was abnormally high, 
particularly if both parents were hypertensives. The 
findings suggested that hyperreactivity is an in- 
herited characteristic transmitted according to the 
Mendelian law. 

Hines and Brown also followed a group of nor- 
motensive people for a number of years and found 
that the hyperreactors were the only ones to develop 
persistent hypertension during the period of ob- 
servation. The numbers of cases were too small to 
be conclusive but the study is important. 


Transient Hypertension 


Throughout our study, the reaction of all patients 
to cold has been determined routinely. We have 
also obtained data concerning the response of our 
patients to the upright position, simply by compar- 
ing the average of five readings and blood pressure 
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taken at one-minute intervals in the horizontal posi- 
tion with that noted in the upright position. The 
postural and cold blood pressure data are obtained 
after a rest period in a quiet environment of fifteen 
to thirty minutes. It is desirable to have the levels 
as low as possible before the tests are made. From 
these data we have found that the great majority 
of hypertensive patients overreact to either the up- 
right position, to cold, or to both. 

No doubt there are many other stimuli to which 
these people would react excessively. It would appear 
that their overreactions to ordinary everyday stimuli, 
such as being examined by a physician, are respon- 
sible for transient elevations of blood pressure to 
abnormal levels. This stage of intermittent hyper- 
tension probably antedates the stage of continued 
hypertension, and it may last for many years. It is 
of practical importance to differentiate intermittent 
or transient hypertension and persistent or contin- 
ued hypertension, since cardiovascular disease rarely 
develops in the stage of intermittent hypertension. 
Consequently, the prognosis is good in the vast 
majority of cases of transient hypertension and in 
them no drastic therapeutic measures are necessary. 

Failure to recognize the difference between tran- 
sient and persistent hypertension is responsible for 
the belief held by many physicians that “hyperten- 
sion” is well tolerated for long periods of time by 
many patients. In our experience this is true if the 
hypertension is intermittent, although occasional 
male patients will develop vascular changes of con- 
sequence in this stage of the disorder. This is rarely 
true of women, who tolerate hypertension unusually 
well. 


Persistent Hypertension 


The dividing line between transient and persist- 
ent hypertension must necessarily be somewhat ar- 


teria of Keith, Wagener, and Barker. 


Nonsurgical Series (K.W.B.) 


bitrary. In the beginning, elevated pressures will 
fall rapidly to normal after a few minutes of rest 
in the horizontal position. Later on it requires 
hours, days, or weeks. 

We have employed a 48-hour rest period to dif- 
ferentiate between transient and persistent hyper- 
tension in the belief that if the blood pressure 
levels remained elevated at the end of that time, 
the patient had a persistent hypertension. When 
classified in this manner, it becomes apparent that 
clinical evidence of cardiovascular disease in the 
cerebral, retinal, cardiac, or renal areas is the rule 
rather than the exception in cases of persistent hy- 
pertension. The prognosis then becomes different 
from that of patients in the stage of intermittent 
hypertension. The most important factors which in- 
fluence prognosis in the stage of persistent hyper- 
tension are the amount of vascular disease which 
exists when the patient is first seen, and the height 
of the resting diastolic blood pressure level. In gen- 
eral, the earlier in life persistent hypertension de- 
velops, the poorer the prognosis. The outlook for 
females is better than for males. 


Results of Splanchnicectomy 


In discussing the results of any form of therapy, 
it is essential to know whether a patient has per- 
sistent or transient hypertension. As stated, this 
cannot be decided on the basis of ambulatory blood 
pressure data. A period of bed rest is required to 
differentiate between the two stages. 

In evaluating the results of a form of therapy for 
patients with persistent hypertension, the only good 
vardstick available today is the effect of treatment 
upon mortality and survival rates. To determine 
this requires that cases be divided into comparable 
groups on the basis of the amount of cardiovascular 
disease which exists at the onset of treatment and 


Table 1. Mortality Rates for 219 Nonsurgically and 376 Surgically Treated Patients Grouped According to the Cri- 


Surgical Series (Smithwick) 


At 5 years From 5-9 years At 5 years From 5-9 years 
— ~ - > 
Group Zz [4 = = z 2 z z 
ee eee ee ee 10 3 30% 4 40% 122 13 11% 14 12% 
ee ere ee 26 12 46% 7 65% 109 20 18% 23 21% 
Ming ceased alewiswivaae 37 30 80% 34 92% 93 37 40% 48 52% 
46 52 28 54% 29 56% 
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also according to the severity of the resting diastolic 
blood pressure level. The surgically treated patients 
which we shall discuss here all had persistent hy- 
pertension. Most had cardiovascular changes of con- 
sequence, and 90 per cent were under fifty years of 
age. 

Keith, Wagener, and Barker of the Mayo Clinic 
were the first to recognize the relation between 
cardiovascular disease and the prognosis for hyper- 
tensive patients. They showed that if patients are 
divided into groups according to the severity of the 
vascular changes in the eyegrounds, the prognosis 
varies accordingly. 

In judging the results of thoracolumbar splanch- 
nicectomy, we have divided our patients into four 
groups according to the changes in the eyegrounds 


described by Keith, Wagener, and Barker. We have 


Table 2. Method Used for Determining the Numerical 
Grade of Hypertensive Patients. 


Numerical Value 
of Each Factor 
Cerebrovascular accident without or with 
minor residual 
Abnormal ECG 
Enlarged heart 
Impending failure 
P.S.P. less than 25 per cent in 15 minutes 
or 60 per cent in 2 hours 
Age 50 or over 
Mild angina 


Cerebrovascular accident with residual’ 
Frank congestive failure, moderate an- 
gina 
P.S.P. less than 20 per cent in 15 minutes 
Unsatisfactory 


dati 


Pp to 


P.S.P. less than 15 per cent in 15 minutes 
Nitrogen retention . . 

"Cerebral deterioration or definite involvement of arm and/or 
leg. 


compared the mortality and survival rates among 
our surgically treated cases with their nonsurgically 
treated patients. The mortality rates are given in 
Table 1 and the survival rates are illustrated by 
Figure 1. A study of these data indicates that the 
mortality rates for the surgically treated patients in 
Groups 2, 3, and 4 are significantly prolonged. The 
small number of cases in Group 1 of the Keith, 
Wagener, and Barker series makes statistical com- 
parison impossible. 

In an effort to evaluate the results of splanch- 
nicectomy further, we have made a comparison be- 
tween our nonsurgically and surgically treated pa- 
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PERCENTAGE OF SURVIVALS 


3 4 5 
TIME IN YEARS 


Figure 1. Survival curves for surgically and nonsur- 
gically treated hypertensive patients grouped accord- 
ing to the criteria of Keith, Wagener, and Barker. The 
survival curves for our first 376 consecutive patients 
treated surgically are compared with Keith, Wagener, 
and Barker's 219 nonsurgically treated patients. The 
differences observed are statistically significant for 
K.W.B. Groups 2, 3, and 4. Both series were followed 
from 5 to 9 years. See Table 1. 


tients. We have also divided our cases into four 
groups using criteria designed to take into consid- 
eration the vascular changes in the various areas 
as well as the height of the resting diastolic level 
and other factors. To do this, a numerical value 
has been assigned to each factor according to its 
importance in influencing prognosis. The factors 
and their numerical values are given in Table 2. 
In any particular case the factors are added in order 
to determine the severity of the disease. The nu- 
merical values of the various factors which may be 
present in a given case are totaled. The resulting 
number is the numerical grade for that patient. 


PERCENTAGE OF SURVIVALS 


4 5 6 7 
TIME IN YEARS 


Figure 2. Survival curves and rates for 586 surgically 
treated patients followed for 4-12 years are compared 
with those for 296 nonsurgically treated patients fol- 
lowed for 4-10 years, according to the criteria of 
Smithwick. See Table 4. 
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Table 3. Classifications of Hypertensive Patients— 
Criteria for Grouping. 


Group Numerical Grade Other Factors 

1 Less than 4 Eyegrounds grade 0 or 1. 

No changes in cerebral, cardiac, or 
renal areas. 

2 Less than 4 Eyegrounds grade 0 or 1 with changes 
in cerebral, cardiac, and/or renal 
areas. Eyegrounds grade 2, 3, or 4 
with or without changes in cerebral, 
cardiac, or renal areas. 

3 4 or more Resting diastolic level below 140 mm. 
Changes are present in cerebral, 
cardiac, and/or renal areas but they 
do not include the following: 

(a) C.V.A. with marked residual 
(b) Frank congestive failure 
(c) P.S.P. below 15 per cent in 15 
minutes associated with a poor 
resp to sedati 
4 4 or more Resting diastolic blood pressure below 


140 mm. combined with one or more 
of the following: 
(a) C.V.A. with marked residual 
(b) Frank congestive failure 
(c) P.S.P. below 15 per cent in 15 
minutes combined with a poor 
response to sedation. 
Patients with a resting diasto:ic level 
of 140 mm. or more. 

The eyegrounds are graded according to the criteria of 
Keith, Wagener, and Barker. A sedative test is done on all 
patients. Three grains (180 mgm.) of sodium amytal are given 
by mouth at 7:00, 8:00, and again at 9:00 p.m. Readings of 
blood pressure are taken every hour from 7:00 p.m. to 7:00 a.m. 


The lowest reading of diastolic pressure during the sedative test 
is taken to be the response to sedation. To be regarded as 
tisfactory, the diastolic level during the sedative test should 


fall to 90 mm. or less in patients with resting levels between 
100 and 119 mm. For patients with resting levels between 120 
and 139, the response to sedation should be a fall to 100 mm. 
or less. For those with resting levels of 140 mm. or more, the 
diastolic level should fall to 110 mm. or less, otherwise the 
r to sedati 


is regarded as unsatisfactory. 


Patients with numerical grades of less than 4 are 
placed in Groups | or 2, while those having numer- 


Table 4. Mortality Rates for Nonsurgically and Surgically Treated Hypertensive Patients Grouped According to 


Smithwick Criteria. 


Nonsurgical Series 
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ical grades of 4 or more are placed in Groups 3 or 4. 

The additional factors which determine the 
group of a particular patient are indicated in Table 
3. In general the condition of the eyegrounds, the 
sex of the patient, the amount of cardiovascular 
damage, and the height of the resting diastolic 
blood pressure are the determining factors. This 
method of grouping controls many variables and 
this makes the patient material contained within 
each group more comparable. Before long, when 
we are dealing with large numbers of cases, com- 
parisons can be made between patients in whom all 
of the important variables are the same. 

The results of this comparison are given in Table 
4 which deals with the mortality rates for our non- 
surgically and surgically treated patients for each of 
the four groups. The survival curves for the same 
cases are illustrated by Figure 2. The results are 
similar to those noted in the comparison with the 
material of Keith, Wagener, and Barker. In Groups 
2, 3, and 4, the mortality rates are significantly 
lower in the surgically treated cases, and the sur- 
vival rates for the same cases are significantly in- 
creased. 


Indications for Splanchnicectomy 


A study of the data presented in Table 4 and 
Figure 2 indicates that the prognosis for patients 
classified in Groups 2 and 3 according to the cri- 
teria summarized in Table 3 has been greatly im- 
proved. The difference in the outlook for the sur- 
gical cases in these two groups is marked for each 
year of observation and for the total period and 
may not as yet have attained the maximal statistical 
significance. Because of the marked improvement 
in prognosis following splanchnicectomy, it is our 
custom to strongly recommend surgery in cases of 
Groups 2 and 3. 

The outlook for surgically treated Group 4 cases 


Surgical Series 
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is also significantly improved, but the results are 
not as good as for Group 2 and 3 cases. The maxi- 
mal effect is noted in the early years and becomes 
less marked with each succeeding year but is still 
significant at the end of four years. These are the 
most advanced cases either because of the amount 
of cardiovascular damage, or the severity of the 
hypertension, or both. Surgery may be employed 
in these cases, but it would seem that it ought to 
be used earlier in the course of the disease and not 
as a last resort. In the more advanced Group 4 
cases we are investigating the effect of adding sub- 
total adrenalectomy to splanchnicectomy now that 
replacement therapy has become available. It is too 
early to tell whether this will prove to be helpful. 

With regard to Group | cases, the effect of sur- 
gery upon prognosis has not as yet become signifi- 
cant. Since these cases have no changes in the cere- 
bral, cardiac, or renal areas the prognosis of treated 
and untreated patients is naturally much better. A 
longer period of follow-up will be needed to decide 
whether surgery should be advocated in these cases. 
At the present time it seems best to treat these pa- 
tients medically. They should be followed closely, 
however, and surgery should be considered as soon 
as changes in the cerebral, cardiac, or renal areas 
begin to appear. 

The effect of operation upon the blood pressure 
levels, the cardiovascular systems, and the symptoms 
of the first 308 patients to be restudied five years 
or more after operation is summarized in Table 5. 
While these data are not at present of any great 
value in the selection of cases for operation, they 
do indicate that 80 per cent of living patients have 
improved or maintained a status quo in each of 


CONGENITAL SYPHILIS 
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IN AN EDITORIAL in the April, 1950, number of the American Journal of the Medical Sciences, N. 
B. Ingaham and H. Beerman stated that penicillin has proved to be the most valuable remedy 
available for the prevention of congenital syphilis, and also for the treatment of infantile con- 
genital syphilis. In both conditions the effectiveness is pretty close to 100 per cent. 


Table 5. Status of Blood Pressure, Cardiovascular Sys- 
tem, and Symptoms of 308 Surgically Treated Hyper- 
tensive Patients 5 Years or More after Operation. 


Improved No Change Worse 


43% 44% 13% 
Cardiovascular system ........-. 60% 20% 20% 
Symptoms 75% 18% 7% 


these regards. In 20 per cent, there has been de- 
terioration in one or more respects. 


Medical Treatment 


Although this discussion has to do primarily with 
the surgical treatment of hypertensive cardiovascu- 
lar disease it should be stated that medical meas- 
ures, particularly diets low in sodium and fat, and 
drugs having a sedative or hypotensive effect, are 
also helpful. They should be employed in conjunc- 
tion with surgery. Many use them as the principal 
form of treatment, and employ surgery when medi- 
cal measures fail. This tends to defer surgery for 
more advanced cases where it is less effective. 

Furthermore, while they are known to be helpful, 
it has not yet been shown that the routine use of 
such medical measures as are available, has signi- 
ficantly increased the expectancy of life. On the 
basis of the statistics now available, it would seem 
that surgery is the treatment of choice for patients 
in Groups 2 and 3 (Table 3). Medical measures 
should be employed routinely in conjunction with 
surgery in Group 4 cases. Surgically treated patients 
seem to be more responsive to diets and drugs than 
patients not operated on. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 
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X-ray therapy to spleen, lungs 
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Action of ACTH & 
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Practical Therapeutics 


TREATMENT OF LEUKEMIA 


BY FRANKLIN R. MILLER, M.D. 
Philadelphia, Pennsylvania 


Leukemia was first well described by Craigie and 
Bennett, writing simultaneously, and then some- 
what later by Virchow. The name itself comes 
from the Greek and means white blood. The term 
was first used by Virchow as “Weisses Blut or 
Leukamie.” In early reports following those of these 
three authors most men seemed to believe that 
leukemia was, as the name implies, an overflow of 
the white blood cells into the peripheral blood, and 
that all leukemias were the same. After Erhlich, 
however, it became apparent that at least two dis- 
eases, the lymphoid variety and the myeloid variety, 
could be distinguished by differential counts of the 
leukocytes. It was also soon shown that these dis- 
eases were either acute or chronic. Then in 1913 
Reschad and Schilling added a third major group 
to the leukemias, the monocytic variety. Thus there 
are acute and chronic myeloid, acute and chronic 
lymphoid, and acute and chronic monocytic leu- 
kemias, and there are variations from these groups 
that include plasma cell leukemia, eosinophilic leu- 
kemia, basophilic leukemia, megakaryocytic leu- 
kemia, etc. 

This preamble is given to show that morpho- 
logically as well as chronologically leukemias differ. 
In the light of the newer physiologic facts concern- 
ing blood cell control and function, there are prob- 
ably basic differences in each group. Therefore to 
treat leukemia intelligently, one must understand 
something of the morphology, physiology, and func- 
tion of the cells involved in each group, or more 
specifically in each individual affected with one 
of these diseases. 

While one cannot give specific rules for the 
treatment of this group of diseases, it is possible to 
give some general rules to be followed in caring for 
patients who are classed as having “cancer of the 


blood”: 
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1. The morale of these patients should be kept 
as high as possible. This means that such patients 
should be protected from emotional stress, and 
that they should be encouraged to act as normal 
individuals during the greater part of the course 
ot the disease. In this connection, the question will 
arise as to whether these individuals should be told 
about the nature of their illnesses, and it is difficult 
to answer this. Some patients who have done very 
well over long periods of time have helped them- 
selves by learning considerable about the disease. 
However, I believe that most patients will be bet- 
ter off if hope for the future is held out to them. 
Obviously, some member of the family should be 
informed of the seriousness of the illness. This 
may help in the treatment of the individual as 
well as in the handling of the expenses involved. 

2. The erythrocyte count should be maintained 
at a high level. Most hematologists will agree that 
if the red cell count and hemoglobin could be main- 
tained at normal, other aspects of the disease might 
well be at least partly disregarded. 

3. At all times it is important to try to maintain 
a high level of nutrition in the patient. 

With these general rules in mind, each patient 
should be treated as an individual, and, depend- 
ing on the type of leukemia, various modes of 


therapy should be used. 


Chronic Myeloid Leukemia 


The physician has several means of therapy at 
his command for the treatment of chronic myeloid 
leukemia. Arsenic as a solution of potassium arsen- 
ite, benzol, x-ray radiation, radioactive substances, 
and urethane are a number of the therapeutic 
agents that can be used to bring this disease into 
control. Of these, arsenic as a solution of potassium 
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arsenite has been in use for the longest time. It 
was first employed with a knowledge of its effects 
on the blood cells by Cutler and Bradford in 1878, 
but after the discovery of the effectiveness of x-rays 
on the lymphomatoid diseases by Pusey in 1902 
and Senn in 1903, arsenic gradually was forgotten. 
It was later brought back to prominence by Fork- 
ner and Scott in 1931, and their method of therapy 
is that in use at present. Two to 3 minims are given 
three times a day, and the dose is increased by | 
minim three times a day until 7 or as high as 15 
minims three times a day are given. Then, either 
the dose is gradually reduced to the initial dose, or 
the greatest dose is continued for ten days, at the 
end of which the drug is entirely discontinued for 
three weeks. After this period the lowest dose is re- 
started, and the same daily increment renewed. 

This is an effective method of controlling high 
leukocyte counts and reducing the size of the 
spleen. The erythrocyte count may be reduced at 
first, but with iron therapy or transfusions, a nor- 
mal erythrocyte level may be maintained until the 
disease is under control. 

Such therapy is effective as long as the blast per- 
centage in the peripheral blood is low. If a shift 
to over 30 per cent blast cells occurs, the arsenic 
should be discontinued. Arsenic also causes gastro- 
intestinal upsets, diarrhea, dermatitis, and liver dis- 
ease. These untoward symptoms should warn 
against further use of the drug. Large amounts of 
orange juice or vitamin C will do away with some 
of these untoward symptoms. 

Irradiation therapy of chronic myeloid leukemia 
may be carried out by the use of x-rays, radioactive 
phosphorus, and radium. Radioactive sodium, radio- 
active gold, and radioactive arsenic have been used, 
but many circumstances mitigate against their value. 
It must be remembered, however, that the second- 
ary radiant energy available for treatment from each 
of these sources is the same. 

When using x-rays in treating patients with 
chronic myeloid leukemia, the physician should 
work closely with the radiologist. The radiologist 
should decide where and how much irradiation 
should be given, and the physician, by careful ob- 
servation of the condition of the patient as well as 
by blood ‘counts, should decide when the therapy 
should be given. 

There are several rules that govern the use of 
x-ray in treatment of the patient with chronic 
myeloid leukemia. The erythrocyte count should be 
above 3,000,000, the platelet count normal or ele- 
vated, and less than 30 per cent blast forms should 


be present in the peripheral blood. Transfusions 
may be given to bring the erythrocyte count up. 
Occasionally, one may dare to use irradiation when 
the platelets are low, but usually patients should 
not be treated if the blast forms are increasing in 
the peripheral blood. 

The irradiation may be given over the spleen, 
the lungs, or the long bones. It should be started 
in small doses of 25 to 50 r over one portal, and 
then may be increased to 75 or 150 r. The leu- 
kocyte count should be checked daily for changes. 
It should be remembered that an initial rise in 
leukocyte count frequently occurs during the first 
week of therapy. One individual with high leu- 
kocyte counts may require 500 r to bring about 
control, while another may require 1,500 r. 

When the count has been reduced to 50,000 the 
patient should be watched for several days for evi- 
dence of a continued drop in count, and further 
therapy should not be given if this occurs. If, how- 
ever, the count again begins to increase, therapy 
may be resumed. It usually takes from two to 
six weeks to bring about a good remission in this 
manner. Then the patient should be seen once in 
three or four weeks and further therapy given 
as the spleen begins to enlarge or the leukocyte 
count increases. 

Total body irradiation has been employed in sev- 
eral clinics with good results. Small doses are given 
daily for from two to six weeks. The end result 
seems to be the same as that obtained with the gen- 
erally used small portal dose. 

Irradiation sickness may occur with either small 
or large amounts of x-ray. It may be counteracted 
by the use of vitamin-B complex. Peridoxine has 
been used, as has thiamine chloride, but the intra- 
muscular injection of the whole B complex seems to 
give the most relief. It may be that small amounts 
of Cortisone or ACTH may affect the x-ray sick- 
ness. Some patients with chronic myeloid leukemia 
increase their white blood cell counts and spleen 
size when given folic acid so that the synthetic ma- 
terial, as well as substances such as brewer's yeast, 
should not be used. 

Radiation therapy for chronic myeloid leukemia 
may be carried out by the use of the radioactive 
isotopes. The most easily used is radioactive phos- 
phorus, P-32. This may be given either by mouth 
or by intravenous injection. Two millicuries a 
week by mouth until the disease is under control 
may be given, or 5 millicuries in neutral solution by 
intravenous injection at one time, and after four 
to six weeks, if the leukocyte count has not come 
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under control and evidence of fairly complete re- 
mission is not present, a second 5 millicuries may 
be given. This irradiates the entire hematopoietic 
system without reaction or irradiation sickness. And 
for this latter reason some favor this type of irradi- 
ation over X-ray therapy. Such treatments may be 
repeated two to three times a year to maintain 
control of the disease. 

Another method of therapy is the use of urethane. 
It was found in 1946 by Haddow and his co-workers 
that this agent, which is a mild carcinogen, is of 
value in reducing leukocyte counts and bringing 
about remission in chronic myeloid leukemia. One 
to 4 Gm. a day are given in divided doses, and as the 
leukocyte count reaches a near normal level the dose 
is reduced, or the drug may be discontinued for two 
to four weeks. Skin rashes, dizziness, headaches, 
and sleepiness frequently accompany the use of 
this drug. Good results are reported from many 
clinics, but in our hands it has seemed to accentu- 
ate bone-marrow change. Several of our patients 
while taking this drug have developed hypoplasia 
of the bone marrow while the spleen has become 
massively enlarged. It is an easy method of therapy 
when irradiation from any source is not available. 


Chronic Lymphoid Leukemia 


In caring for patients with chronic lymphoid 
leukemia, the same rules for physical and mental 
hygiene prevail as in the treatment of patients with 
chronic myeloid leukemia. Most of the agents 
available for the treatment of chronic myeloid 
leukemia have been used also in the treatment of 
chronic lymphoid leukemia. Irradiation from any 
source is much less effective. Arsenic only occasion- 
ally brings about a good remission. and we have 
found urethane is almost without value. 

In this group of leukemias, if the erythrocyte 
count, hemoglobin, and platelet count are at normal 
or near normal levels, and if the lymphnodes, even 
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though enlarged, are not giving definite symptoms 
or causing difficulty because of esthetic reasons, it 
seems best not to give any of the agents that will 
reduce leukocyte counts. Such patients can best be 
treated by diets high in protein and the vitamin-B 
complex. Brewer's yeast is an excellent adjunct to 
such diets because it is 45 per cent protein and 
contains large amounts of the B complex. Patients 
should be urged to take 30 to 120 brewer's yeast 
tablets a day. These are either .6 Gm. or .75 Gm. 
tablets. If the patient does not tolerate this well, 
skim milk powder, which may be as much as 70 
per cent protein, may be used in milk shakes to 
add to the protein in the diet. If this is done, 
multiple B vitamin capsules should be given as well. 

Under this regimen the leukocyte count is dis- 
regarded unless it is over 300,000. Some patients 
treated in this manner will show reductions in 
leukocyte counts and improvement in erythrocyte 
counts and hemoglobin. Occasionally the size of 
lymph nodes and spleen will be reduced. 

Massive enlargement of the nodes in the media- 
stinum, the neck or abdomen, or massive enlarge- 
ment of the spleen or liver with much bone-marrow 
infiltration with lymphoid cells may make it im- 
perative that irradiation therapy be given. X-ray is 
preferable to radioactive phosphorus in that it may 
be given over enlarged nodes at various sites 
without so much chance of causing further increases 
in anemia and lowering of the platelet count. 
Radioactive phosphorus given to this group of 
patients tends not only to reduce the leukemic 
lymphocytes, but also to damage the myeloid ele- 
ments of the bone-marrow. Radioactive gold has: 
been used in a few cases, and it may have more 
effect on lymph nodes, spleen, ‘and liver than on 
the bone marrow so that it may be an excellent 
agent for controlling this disease. 

Cortisone as well as ACTH acting through the ° 
adrenal both break down lymphocvtes in the normal! 
and the lymphoid leukemia patient. Twenty-five 
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milligrams (Armour’s) of ACTH every six hours 
Cor 20 mg. of Wilson’s twice daily) at times will 
bring about a reduction in size of lymph nodes and 
spleen with or without a change in leukocyte 
count. There seems to be some increase in 
erythrocyte count and platelet count accompanying 
this. Some patients after a two weeks’ course of 
ACTH may be tapered off to 10 mg. of Wilson's 
or 20 mg. of Armour’s once daily and maintained 
over relatively long periods of time. Cortisone 
should be given in full doses: 300 mg. the first dose, 
200 mg. for one day, then 50 to 100 mg. daily for 
ten days, and later 25 mg. should be administered 
daily for maintenance. 

ACTH or Cortisone may be given in conjunc- 
tion with x-ray therapy. The rationale for this 
being that either of the former will stimulate 
myeloid formation of red cells, leukocytes, and 
platelets, while either will destroy lymphoid ele- 
ments along with the action of x-ray. 

Patients who have erythrocyte levels below 
3,000,000 and hemoglobin below 50 per cent should 
be transfused. 

The nitrogen mustards, both methyl-bis (beta- 
chloroethyl) amine and the oral type, triethylene 
melamine, may be used in chronic lymphoid leu- 
kemia. They may adversely effect the red cell count 
and platelet count, and are not as efficacious as the 
measures mentioned. Of the former, four daily 
doses of 4 to 10 mg. given by intravenous injection 
may give a satisfactory response. Of the latter, 
5 mg. given orally one hour before breakfast each 
of three days may bring about remission. 

Arsenic as a solution of potassium arsenite may 
be given in the same manner as outlined for 
chronic myeloid leukemia. The results are usually 
not striking. 

Toward the end of the disease acute exacerba- 
tions are apt to occur with increasing anemia, in- 
creases in the number of blast cells and decreases 
in platelet counts. At such times, transfusions and 
measures to combat infection are the only ther- 
apeutic measures to be employed. Irradiation from 
any source is contraindicated. In both types of 
chronic leukemia, the bleeding that occurs in the 
late stages should be treated by the use of transfu- 
sions, vitamin K, C vitamic acid, and occasionally, 
if heparinoid substances can be demonstrated in 
the blood, protamine of toluidine blue may be used. 

Infection that occurs during the course of either 
of these two types of leukemia should be treated 
with antibiotics which are to be given in the usual 
doses. 


Chronic Monocytic Leukemia 


There are very few cases of chronic monocytic 
leukemia. The leukocyte counts, enlarged liver, 
and spleen do not react well to any of the usual 
therapeutic agents. 

Patients with this disease are best treated by 
transfusion and diets high in protein and vitamins. 
A transfusion every seven to fourteen days may 
hold the erythrocyte level close enough to normal 
so that the individual may live a comfortable life 
for one to two years. Infection, if it occurs, should 
be treated with antibiotics. Special care should be 


given to oral hygiene. 


Treatment of Acute Leukemia 


Until recently the treatment was the same for 
all types of acute leukemia. For this reason it was 
not necessary to distinguish one from the other 
except on the basis of academic interest. Today, 
however, in order to best treat each patient, one 
should distinguish between the diseases, for the 
treatment of one type is not exactly the same as for 
the others. All means of identification should be 
used including supravital stains, the peroxidase 
reaction, clinical differences, bone-marrow studies, 
and lymph-node biopsies. 

There are some general rules that apply to the 
treatment of all these types and these include: 

1. Keep the erythrocyte level above 3,000,000 
and the hemoglobin at 12 Gm. by transfusions. 

2. Keep the nutrition up if possible. If necessary 
administer vitamins and glucose parenterally. 

3. Combat any infection with antibiotics. 

4. Give special attention to oral hygiene, but 
see that no instrumentation of gums or teeth is done. 

5. Administer testosterone to girls and women 
who have difficult, long, and profuse menstrual 
periods because of low platelet counts. This will 
cause a slowing down or cessation of the periods. 


If heparinoid substances can be identified in the 


blood of these patients, toluidine blue or protamine 
may slow down the bleeding. 

It is possible that normal blood contains sub- 
stances that aid in the maturation of the blood 
cells found in the tissues and blood of any of the 
acute leukemias, and remissions have followed 
massive transfusions given at once and have fol- 
lowed a large number of transfusions given in a 
series over a short period of time. So, without other 
means at hand, transfusions and antibiotics may be 
employed with some hope of a short-lived remission. 
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Acute Myeloid Leukemia 


Again, transfusions and antibiotics are probably 
the best means of therapy for this type of leukemia. 
These agents, plus small doses of urethane, have 
brought about good remissions. One half to two- 
thirds the usual dose of urethane may be helpful 
in bringing about normal counts and cessation of 
bleeding, better appetite, and an increase in the 
well-being of the patient. This type of leukemia 
is easily confused with the monoblastic or monocytic 
variety. This is important because urethane probably 
will be of little value in benefiting the latter type. 

Pearson and his co-workers have stated that 
ACTH will bring about remissions in acute myeloid 
leukemia. It is possible that this is true for ACTH 
probably brings hormones other than Cortisone out 
of the adrenal, and these unknown substances may 
well bring about short-lived remissions in this type 
of leukemia. Cortisone, however, should not be of 
value in this type of leukemia for it stimulates the 
production of myeloid cells, and by so doing should 
bring about an increase in the disease rather than a 
remission. The patient with acute myeloid leukemia 
might well be given 25 mg. of Armour’s ACTH 
four times a day, or 20 mg. of Wilson's ACTH 
twice a day, to see if remission occurs. However, if 
no benefit is seen in eight to ten days, the drug 
had best be discontinued and other means em- 
ployed. 

It is doubtful if the analogues of folic acid have 
been of any benefit in acute myeloid leukemia. 


Acute Lymphoid Leukemia 


It is in acute lymphoid leukemia that the greatest 
progress has recently been made. Not that any 
patients with this disease have been cured, but 
many of them may be brought into remission and 
for a time made more comfortable. In the past few 
years, three methods of experimental therapy have 
been devised whereby many remissions have 
occurred. The first of these was the use of intra- 
muscular injections of the extracts of urine from 
patients with chronic myeloid leukemia. This 
material tended to lower the leukocyte count, de- 
crease the size of the spleen and lymph nodes, and 
later bring about reticulocyte rises, rises in 
erythrocyte counts, and platelet counts, lowering of 
the fever, and, in the end, true remissions. These 
remissions were all short-lived. The extract from 
400 to 1,000 cc. of urine was given daily. This work 
is based on the hypothesis that all leukemias are 
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at least in part expressions of imbalanced hormonal 
controls of the blood-forming elements, and that the 
myeloid cell system is partly held in control by the 
lymphoid cell system, and vice versa. There is a 
certain amount of experimental proof for this 
hypothesis. 

The second, and from a standpoint of therapy 
the most noteworthy of the experimental approaches 
to remission in this disease, is the use of antifolic 
acid drugs such as Aminopterin, Anfol R, A- 
methopterin, etc. In 1945 pteroylglutamic acid was 
synthesized by workers at the Lederle Company. 
Since then polymers and analogues of pteroylgluta- 
mic acid have been made. The polymers have been 
shown to have folic acid actively, while the an- 
alogues have been shown to have the capacity for 
replacing folic acid in the tissues or competing 
with it, so that folic acid deficiencies develop. 
Because of this latter activity of the analogues, 
substances such as Aminopterin, Anfol R, and A- 
methopterin have been given in small doses to 
patients with acute lymphoid leukemia (and leu- 
kemias of other types) and remissions have 
occurred. In the best series about 50 per cent of 
cases with acute lymphoid leukemia have remitted 
with this therapy. The remissions last from two 
weeks to several months. 

Aminopterin may be given daily, depending on age 
and weight of the patient. Daily blood counts and 
weekly bone-marrow aspirations should be done to 
determine the course of the disease and action of 
the drug. Hypoplasia or aplasia of the bone-marrow 
may occur very rapidly when the drug is used. 
Rapid drops in platelet counts may occur, although 
under therapy platelet counts and erythrocyte 
counts should tend to increase as the remission 
occurs. These drugs have a tendency to produce 
skin ulcers, gastrointestinal hemorrhage, sore mouth 
and tongue, and evidence of widespread vitamin 
deficiencies. Some authorities have advised using 
liver extract, 2 to 5 units with each dose, to try 
to counteract these untoward effects. 

The other analogues are used in somewhat 
greater dose because of less toxicity, but they are 
also less effective. 

The third experimental approach to remissions in 
this disease is the use of ACTH or Cortisone. 
ACTH, as stated before, through its effect on the 
adrenal, brings out Cortisone and stimulates myel- 
oid cell production and the breakdown of lympho- 
cytes. The ordinary doses of either hormone may 
be used, and as remission occurs, smaller doses 


(10 to 20 mg. of ACTH or 25 mg. of Cortisone) 


i 
ip 


may be administered daily as maintenance dosages. 

The usual untoward symptoms of water and salt 
retention, high blood sugar, the facies of Cushing’s 
syndrome and nitrogen imbalance should be 
guarded against. The remissions, and they occur in 
about 35 per cent of patients with acute lymphoid 
leukemia when either of these drugs is given, are 
but short-lived. 

In treating any patient with acute lymphoid 
leukemia, transfusion and antibiotics should be 
employed even when other therapy is used. 


Acute Monocytic Leukemia 


Acute monocytic leukemia has occasional spontan- 
eous remissions. It is, however, difficult to treat. If 
the gingivae are swollen, tender, and overgrowing 
the teeth, it is possible that nitrogen mustard in 
small doses, 1 to 2 mg. daily for three or four doses, 
will control this difhculty. The anemia may be con- 


THERAPEUTIC HINTS AND TREATMENT TOPICS 


Khellin and Angina Pectoris 


Durinc the last year or two there have been a num- 
ber of articles in the literature on the use of Visam- 
min or khellin which is one of three active crystal- 
line substances that can be isolated from the fruit 
of Ammi visnaga, a plant which grows wild in the 
eastern Mediterranean countries. A few years ago 
Doctor Anrep, Professor of Cardiac Physiology at 
the University of Cairo, showed that khellin is a 
decided relaxant of the coronary arteries, and this 
was later confirmed by other investigators. 

R. M. Rosenman, et al, in J.A.M.A., May 13, 
1950, stated that Visammin or khellin will help in 
some cases of angina pectoris and asthma. The total 
daily dosage used was 100 to 300 mg., given by 
mouth. Unfortunately a good many of the patients 
so treated complained of nausea, giddiness, som- 
nolence or insomnia, urticaria, or dermatitis. 

In the August, 1950, number of the American 
Journal of Medical Sciences, Charles A. Ambrust, 
Jr., and Samuel A. Levine reported their experi- 
ences with the new drug. They gave it to 53 am- 
bulatory patients with angina pectoris, and found 
that about two-thirds of them seemed to be helped. 
These patients used fewer tablets of nitroglycerin, 
they had fewer and milder attacks of pain, and they 


trolled with transfusions, and a diet high in protein 
and B vitamins will tend to hold the disease in 
check. Antifolic acid substances, ACTH and Corti- 
sone have little effect on this disease and it is 
better not to give them. Probably patients with this 
disease are better cared for when transfusions, 
antibiotics, and diet make up the greater part of 
therapy. 

In all the acute leukemias, irradiation from any 
source is contraindicated because so frequently the 
disease seems to become worse after its use. On the 
other hand, if there is bone pain, or if lymph nodes 
are causing shortness of breath, choking, or other 
untoward symptoms, irradiation in small doses 
should be given to see if relief may be obtained. 

The treatment of the miscellaneous types of 
leukemia depends on whether they are variants of 
lymphoid or myeloid varieties. 

A bibliography accompanying this article is available 
upon request from the Editorial office of GP. 


could walk farther. However about two-thirds of 
these patients suffered from nausea, loss of appe- 
tite, and dizziness. 

Other men say that when they made a careful 
study with controls and the use of a placebo put 
up in the same type of capsule, they could not see 


that khellin did any more good than did the placebo. 


Chloromycetin and Trachoma 


Accorpinc to Dr. Michel J. Pijoan of the Navajo 
Medical Center, Fort Defiance, Arizona, the giving 
of chloromycetin for 3 or 4 days usually clears up 
the trachoma that afflicts American Indians. Pijoan 
gave 3 Gm. of chloromycetin by mouth in 8 por- 
tions. Children received 1.5 Gm. daily. 


Treatment for Arthritis 


Tue use of para-aminobenzoic acid together with 
sodium salicylate in the treatment of rheumatoid 
and other types of arthritis is reported by Richard 
T. Smith in the Journal Lancet, May, 1950. He 
was enthusiastic about his results, and said that the 
combination of sodium para-aminobenzoic acid with 
sodium salicylate is much better than plain sodium 
salicylate. 
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He tried it out on 125 patients. In 65 cases of 
rheumatoid arthritis and fibrositis, the pain relief 
with the combination was superior to that ob- 
tained with sodium salicylate. In 60 patients with 
osteoarthritis, cervical vertebral osteoarthritis with 
radicular involvement, and chronic painful shoul- 
der, the superiority was not so marked. The com- 
bination of the two drugs gave longer pain relief 
than did the sodium salicylate alone. 

Troublesome toxic reactions to the combination 
were not observed. Sodium salicylate produced 
some toxic effects in 55 per cent of the patients. 
Doctor Smith used an enteric-coated commercial 
combination called Pabalate. It contains 0.3 Gm. 
(5 gr.) each of sodium salicylate and sodium para- 
aminobenzoate. Two or 3 tablets are taken several 
times a day. 


Granuloma Inguinale 


Firty cases of granuloma inguinale and 20 cases 
of lymphogranuloma venereum treated with aureo- 
mycin are reported by V. S. Wammock and others 
in the Journal of Investigative Dermatology, June, 
1950. The drug was effective in the treatment of 
the granuloma inguinale. It worked better by mouth 
than when injected. Nineteen of the 20 patients 
had their lesions heal after one course of aureo- 
mycin taken by mouth. Only one patient came 
back with a relapse 3 months afterwards. The min- 
imum effective dose appeared to be 20 Gm. given 
over a period of 10 days. 

In the case of lymphogranuloma venereum, the 
aureomycin was more effective in the cases of late 
manifestations. The results were good even in the 
cases of 6 patients who had rectal strictures and 
proctitis. Helpful at the same time was manual 
dilatation of the rectal strictures. 


Leukoplakia Vulvae 


Leukop.akic vulvitis and kraurosis vulvae affect 
different areas of the skin and mucous membrane 
according to C. L. Buxton, writing in Geriatrics for 
May-June, 1950. They have a different histologic 
picture and they may well have a different cause. 
Years ago Berkeley and Bonney in the British Medi- 
cal Journal (2:1739, 1909) described these two 
diseases. They said, “Leukoplakic vulvitis is a 
chronic inflammatory condition of unknown origin 
characterized in its early stages by marked hyper- 
emia and cellular activity, and in its later phases 
by marked epithelial hypertrophy, with a thickened, 
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sclerosed, and retracted condition of the subepi- 
thelial tissues. Its distribution varies in severity and 
time of incidence. 

“In a well-marked case the whole of the vulva 
may be implicated, with the exception of the vesti- 
bule and orifice of the urethra which are never 
affected. Not only may the labium majora, minora, 
anterior and posterior commissura, and clitoris suf- 
fer, but the disease may even spread laterally to the 
folds of the thighs and posteriorly over the peri- 
neum and the skin around the anus.” 

Kraurosis vulvae is different in that it consists of 
an atrophic condition of the vulva associated with 
stenosis of the vaginal orifice and changes in the 
skin. The labium minora, the vestibule, the orifice 
of the urethra and that of the vagina are always 
affected, and sometimes the clitoris. Never affected 
are the skin on the outer surface of the labium 
majora, the skin between these labia and the folds 
of the thigh, and the skin of the perineum and 
the perianal region. Leukoplakia then is a disease 
largely of the skin around the vulva, while krau- 
rosis is an atrophic disease affecting the mucous 
membrane within the boundaries of the labium 
minora. 

The pathology of the two diseases is different. 
Leukoplakia is characterized first by swelling and 
hyperemia of the epithelium and later by pro- 
nounced cellular proliferation of the subepithelial 
tissue. Still later the subepithelial tissue becomes 
fibrotic, and the basal layers of the epithelium be- 
come hypertrophied. This continued sclerosis pro- 
duces the characteristic smooth and white appear- 
ance. Later the tissue becomes cracked and ulcer- 
ated, especially when there has been much scratch- 
ing and secondary infection. In cases of kraurosis 
the epithelium is very thin with atrophic papillae. 
The retention of normal elastic tissue and a mass 
infiltration with white cells of all types are char- 
acteristic. The disease resembles simple senile vagi- 
nitis and may have the same etiology, namely, a 
lack of estrogen. 

In studying a patient with pruritus vulvae, the 
physician should look for both somatic and psychic 
disease. Diabetes must be ruled out. Obesity may 
be a factor because of its maintaining moisture of 
the parts and causing friction between the thighs. 
Sometimes a cystocele with incontinence of urine 
due to laughing or coughing, can play a part. Some 
vaginal discharge may be an important factor. The 
physician must rule out the presence of Tricho- 
monas vaginalis or Monilia. In some cases, douche 
powders or soaps may be irritating the tissues. 
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In the way of treatment, many physicians have 
used with satisfaction salves containing estrogens. 
Several suppositories are on the market containing 
either natural estrogens or stilbestrol. At the Sloane 
Hospital for Women, the estrogen ointment used 
consists of a lanolin base containing 10 mg. of 
diethylstilbestrol per 30 cc. of ointment. The pa- 
tients are instructed to apply this every day for a 
week. If improvement is going to occur it will 
usually appear within a week. Many physicians 
give a suppository containing 0.5 mg. of diethyl- 
stilbestrol. 

For leukoplakia no treatment has proved satis- 
factory. Cinberg uses a bland ointment of white 
petrolatum with 20 per cent starch and 30 per cent 
zinc oxide. It helps some patients. Hyams and 
Bloom have given their patients large doses of vita- 
min A, but their theory of causation would appear 
to be wrong. 

In recent years in the Sloane Hospital for 
Women, 31 patients with leukoplakia have been 
treated with radiotherapy with dosages ranging 
from 100 r to as much as 1,800 r. Nine of these 
patients were cured and 11 were helped; 6 were no 
better, and 5 could not be reached for a follow-up. 
During the same time, 15 other patients submitted 
to a vulvectomy, either simple or radical. The more 
radical operations with removal of the inguinal 
glands were performed because of the presence of 
a suspected or proven carcinoma. Of this group of 
15 cases, one patient was cured and 12 were helped. 

According to Taussig, carcinoma is likely to be 
a complicating factor in half of the cases of leu- 
koplakia. In Miller's series of 143 cases, 23 per 
cent of the patients had a complicating carcinoma. 
It is still impossible to say if leukoplakia of the 
vulva is a precancerous disease, although there is 
no question that carcinoma of the vulva occurs 
frequently in patients who have suffered from it. 
Healy stated that he had never seen a case of epi- 
thelioma of the vulva in which there was no history 
of leukoplakia. On the other hand, Hyams and 
Bloom who followed their cases for 5 years saw 
no development of carcinoma. 


Nebulizers and Asthma 


AN INTERESTING article on the fine points of using 
nebulizers in the treatment of asthma was recently 
written by A. M. Targow in California Medicine, 
June, 1950. He says quite a few people use them 
wrongly, and some use them much too often; others 
use a nebulizer that gives out almost no spray. 


Targow doubts if a person ought to do as the 
manufacturer says. If he tries to inhale as he presses 
the bulb, he is likely to inhale too soon, and to 
press the bulb after inspiration is completed. Targow 
thinks it better to fill the mouth with the aerosol 
and then breath it in. In quite a few cases there 
will be some degree of irritation in the mouth and 
throat, and it then is well to wash out the throat 
after using the inhalant. There may be less irrita- 
tion if one adds glycerin to the solution of epine- 
phrine. Patients sometimes have to be warned not 
to become so dependent on their inhaler that the 
minute they feel the least tension in their chest 
they start using it. 

However, this technique is so helpful in many 
cases of asthma that the medicine should not be 
taken away from persons who desperately need it. 

A remarkably informative article on nebulizers 
is that of George F. Harsh of San Diego, Califor- 
nia, published in the Annals of Aliergy (6:534, 
1948). He investigated the efficiency of some 15 
makes of nebulizers on the market, and found that 
the amount of solution delivered after one compres- 
sion of the hand bulb varied in the different models 
from 0.4 mg. to 13.0 mg. 

Models which deliver the greatest amount of 
mist are preferable when one is nebulizing anti- 
biotics because they reduce the time needed for the 
inhalation of a sufficient dose of the drug. On the 
other hand, when using epinephrine, a nebulizer 
which sprays only a few drops of the medicine is 
economical. 

Harsh listed the various prescriptions which are 
used in these vaporizers. Some men add as much 
as 50 per cent glycerine to the solution vaporized. 


TEAB in Arthritis 


In Geriatrics for May-June, 1950, T. H. Howell 
reported that in England acute painful episodes of 
rheumatoid arthritis have been frequently allevi- 
iated by the injection intramuscularly of 5 cc. of 
tetraethylammonium bromide. In some of the cases 
the pain stopped immediately, and did not recur 
for months. When it did recur, it was then relieved 
by another shot. 

The drug was given to 26 persons in courses of 
from one to 9 injections. All but one of those with 
active disease had some relief. The medicine ap- 
peared to block impulses going through the sym- 
pathetic nervous system. No results were obtained 
in cases of osteoarthritis or inactive rheumatoid 
arthritis. 
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Cips from Other Journals 


Vaginal Smear in Abortion 


Recentty R. C. Benson and H. F. Traut dis- 
cussed the often very important question of trying to 
tell whether a woman who is flooding is having an 
abortion (J. Clin. Endocrinol., July, 1950). In 
other cases the question of ectopic pregnancy comes 
up. The woman may have missed a period, but 
did that mean that she was pregnant? Abortion 
may be threatened, incomplete, complete, or missed, 
and either uterine or tubal. 

The authors studied 724 stained vaginal smears 
taken from 201 women who may or may not have 
had an abnormal early pregnancy. In 75 cases a 
spontaneous abortion was diagnosed. Mucus from 
the posterior fornix should be aspirated and stained 
before the woman is submitted to instrumentation. 
Such stained smears may show a normal pregnancy 
or an incomplete abortion. They gave a correct 
diagnosis in about a third of the cases of normal 
pregnancy and in from 25 to 84 per cent of cases 
of threatened, complete, incomplete, tubal, or 
missed abortion. 

Accurate differentiation between complete and 
incomplete abortion is usually not possible, but 
one can recognize a trend toward abortion. Smears 
will also suggest at times an ectopic pregnancy. 


Allergy to Drugs 


AN INTERESTING phase of allergy was discussed by 
T. G. Randolph (Anz. Allergy, July-August, 1950). 
As he says, sometimes the patient is sensitive to the 
excipient used for binding together the ingredients 
of a pill or a tablet. Few physicians, unless they 
are well acquainted with the vagaries of allergy, 
would ever think of this. As Randolph says, there 
are some cases of asthma and urticaria in which the 
disturbance is due to the gum tragacanth used in 
the very antihistaminic tablet which the doctor 
has prescribed. Acacia can also be an allergen. 
Gelatin is supposed to be nonallergic, but Randolph 
says he has seen exceptions to this rule. Randolph 
has seen some persons so highly sensitive to corn 
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that they were sensitive to penicillin G, because 
the mold had been grown on a corn mash. These 
patients could tolerate penicillin O, which is pre- 
pared on another type of medium. 

Another point that physicians sometimes forget 
when a highly allergic person with a skin lesion 
responds badly to all ointments given, is that he 
or she may be highly sensitive to the common bases 
of ointments. The writer has seen cases in which 
this was true. 


Choked Disk: Its Mechanism 


Cuokep disk or edema of the nerve head in the 
eye is commonly a sign of serious trouble. P. J. 
Leinfelder has recently written an interesting ar- 
ticle on the mechanism of its production (].A.M.A., 
Nov. 11, 1950). He says it can be produced by a 
number of conditions. There may be local inflam- 
matory lesions or general metabolic disturbances or 
intoxications, or congestion secondary to increased 
intracranial pressure. In cases of optic neuritis, the 
amount of papilledema is dependent on the loca- 
tion of the inflammation; to produce edema it must 
be close to the nerve. Among toxins, methyl al- 
cohol can produce edema of the nerve head. In 
cases of nephritis and arteriosclerosis, when edema 
affects the nerve head, it is probably an accom- 
paniment of an edema of the retina. 

Congestive edema comes when there is interfer- 
ence with the return circulation in the central ret- 
inal vein. This is classically demonstrated in cases 
of increased intracranial pressure. However, some- 
thing more than interference with the venous re- 
turn in the central retinal vein is usually needed. 
It seems probable that papilledema is the result of 
congestion of the capillaries of the nerve head 
which are derived from the choroidal circulation 
through the circle of Zinn. Primary congestion may 
result from local inflammation or from the effect 
of a poison. Secondary congestion may follow 
metabolic deficiency in the tissues of the nerve 
head, and this may be dependent upon an inade- 
quate supply of oxygen or a poor utilization of 
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oxygen or other metabolites. Papilledema may fol- 
low obstruction in the return venous circulation. 
Variations in the type of venous drainage of the 
capillaries of the disk may explain the fact that 
many persons with increased intracranial pressure 
do not have a choked disk. 

Leinfelder brought out in the discussion that 
years ago choked disk was found in 80 per cent of 
cases of brain tumor. Today it is found in less than 
50 per cent because the diagnosis is made before 
there is time for a choked disk to appear. In some 
cases of vascular disease, and perhaps even a ne- 
phritis, a choked disk will appear which cannot 
be differentiated from the one produced by brain 
tumor. Sometimes it may be produced by diffuse 
edema of the brain. 


Penicillin and Syphilis 


In a recently published report of the Executive 
Committee of the American Venereal Disease As- 
sociation (J.A.M.A., Nov. 11, 1950), it is stated 
that the majority of patients with early syphilis are 
now cured most easily with penicillin alone. Peni- 
cillin-G is the most effective form of this antibiotic 
to use in cases of syphilis. 

One of the advantages of the use of penicillin is 
that it is so safe; the second advantage is that the 
treatment can be completed in so short a period of 
time; and the third is that today, with this short 
period of treatment, many patients stay with their 
doctor until they are well. In the old days, with 
the longer courses of treatment, some 75 to 80 per 
cent of the patients disappeared before they were 
cured. They naturally constituted a terrible reser- 
voir of syphilis in the community. 


Testosterone in Man 


THE use of testosterone compounds in the cases of 
12 men and boys who had defective gonads was 
reported by R. F. Escamilla and G. S. Gordon (J. 
Clin. Endocrinol., Feb., 1950). Such persons often 
respond dramatically to the use of androgens. 

Linguets were used in this study. They were 
allowed to dissolve against the cheek or under the 
tongue. Methyl testosterone was found to be about 
twice as potent per milligram as the unesterified 
testosterone,.and that in turn was about twice as 
potent as testosterone propionate. Good results were 
obtained in every one of the cases with the methyl 
testosterone. Ten milligrams given each day was 
usually a satisfactory maintenance dose. 


Pheochromocytoma and Hypertension 


IN RECENT years, more and more physicians have 
become interested in the pheochromocytomas or 
tumors of the medulla of the adrenal gland. Such a 
tumor must be thought of whenever the person 
has a severe hypertension, and perhaps especially a 
paroxysmal type of hypertension. And yet, it must 
be remembered that such tumors are very rare; 
they were met with only 8 times in 1700 patients 
with hypertension who had the adrenal region 
explored during splanchnicectomy. 

Because of the great present interest in 
pheochromocytomas, many readers will want to turn 
to a splendid review of 207 cases prepared by John 
B. Graham (Surg., Gynec., & Obst. with Internat. 
Abstr. Surg., Feb., 1951). 

As he says, the commonest symptoms in order of 
sequence were: headaches, palpitation, vomiting, 
sweating, dyspnea, weakness, pallor, dizziness, sub- 
sternal pain, abdominal pain, nervousness, nausea, 
failing vision, malaise, fatigue, flushing, an increase 
in facial hair, obesity, and scant menstruation. 

Dr. Graham noted that the fact that hypertension 
comes in paroxysms does not mean that a pheo- 
chromocytoma is present; the storms may be purely 
nervous in origin. However, 8 out of 9 of the 
patients showed paroxysmal attacks with sweating, 
tachycardia, palpitation, marked postural tachy- 
cardia, episodes of hyperthermia, increased metab- 
olism, alteration in carbohydrate metabolism, alter- 
ations in the peripheral blood flow with pallor, 
redness or coldness, and albuminuria. 

A pheochromocytoma must be thought of in the 
cases of marked hypertension in children, especially 
in the absence of severe renal disease. A pheo- 
chromocytoma must also be thought of whenever a 
person responds startlingly to histamine injected 
for a gastric analysis. These patients are also likely 
to respond markedly to an injection of mecholyl 
(10 to 25 mg. given subcutaneously.) They may 
respond violently to an intravenous injection of 
from 100 to 300 mg. of tetraethylammonium 
bromide or chloride. These injections should not 
be made carelessly because the reaction may be 
dangerously severe. 

Graham believes that in the United States more 
than 800 patients are dying each year with a 
pheochromocytoma, usually unrecognized. 

In 11 per cent of the patients studied, there were 
two tumors. In 10 per cent of the cases, the patient 
was diabetic, and in 14 per cent, he or she had a 
palpable tumor. 
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Naturally, the treatment is surgical excision of 
the tumor, but this is a dangerous procedure, and 
had better be done only by someone who is pre- 
pared to handle the patient well if he should go 
into a serious crisis. The immediate mortality rate 
from operation in 125 cases was 26 per cent. Eleven 
per cent of the tumors were malignant. 


Intravenous Procaine 


Tue use of intravenous procaine in 211] cases, as an 
aid to general anesthesia, was reported by I. B. 
Taylor and others (Anesthesiology, 11:185, 1950). 
The drug was given at rates from 10 to 60 mg. per 
minute. They thought it furnished some analgesia, 
and it depressed the tendency to cough and the 
pain reflexes. It was found most helpful in anes- 
thesia given for operations on the thoracic cavity, 
on the thyroid gland and on the heart. A 1 per 
cent procaine hydrochloride solution in 5 per cent 
glucose was the agent of choice. The anesthetic 
was usually Pentothal, with or without curare. The 
procaine was started usually at 4 cc. of a | per cent 
solution per minute. 

Some of the dangers are circulatory depression, 
muscle twitching, and respiratory arrest. No acci- 
dents were met with in this series of cases. 


Intravenous Feeding of Fats 


Or ate, there has been considerable interest in 
the possibility of feeding some badly nourished 
persons with fats given intravenously. The reason 
for wanting to use fats is that the usual solutions 
of glucose and protein hydrolysates, and transfu- 
sions with blood or plasma do not provide enough 
calories. To illustrate, a liter of a 5 per cent solution 
of glucose provides only 200 calories. A liter of a 
5 per cent solution of amino acids will also provide 
about 200 calories. Some men have tried injecting 
dilute solutions of alcohol because alcohol, if com- 
pletely metabolized, should provide 7 calories per 
gram instead of the 4 calories per gram of the glu- 
cose. Unfortunately, no one knows just how much 
of the alcohol will be metabolized and used. Some 
men have estimated the fraction as 60 per cent. 

Fat has the advantage over carbohydrate and 
protein in that it provides 9 calories per gram. 
Furthermore, it is not excreted by the kidney or 
in the feces and, therefore, all that is given intra- 
venously is likely to be used. Furthermore, solu- 
tions of fat are not irritating to the veins. 


Frederick J. Stare and Robert P. Geyer briefly 
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review (Surg., Gynec., & Obst., Feb., 1951) the 
literature, and describe their experiments in produc- 
ing usable emulsions of fat. Although they have 
used coconut oil, corn oil, and butter, the best 
results have been obtained with coconut oil. The 
fat can be broken up either by sonic vibration or 
high pressure homogenization. Stare and Geyer 
prefer the latter method. They have produced prep- 
arations of fat with concentrations of from 15 to 
30 per cent. To this, 4 per cent of glucose is added 
to make the emulsion isotonic. Such emulsions will 
provide from 1600 to 3200 calories per liter. Steriliza- 
tion of the solution is accomplished by autoclaving. 
The best emulsifying and stabilizing agent found 
so far is a phosphatide prepared from soybeans, also 
a synthetic polyglycerol ester. These substances are 
generally used in a total concentration varying from 
1 to 2 per cent. 

Such emulsions, when properly prepared, have 
a particle size of less than 1 micron, and studies on 
several species of animal have shown that the sub- 
stance can be given with safety, with a wide range 
of infusion rate, and in amounts as high as 10 Gm. 
of fat per kilogram of body weight. 

Up to the date of writing, the writers had given 
such emulsions to over 100 patients. The emulsion, 
so used, contained 15 per cent of fat, and 4.3 per 
cent of dextrose. This furnished 1600 calories per 
liter. Amounts up to 5 Gm. of fat per kilogram of 
body weight have been given to adults and 6 Gm. 
of fat per kilogram of body weight have been given 
to a seven weeks old infant. The periods during 
which these infusions have been given range from 
1 to 22 consecutive days. 

The emulsion was effective, as shown by favor- 
able clinical response, a maintenance of weight or 
a gain in weight, and maintenance of positive 
nitrogen and potassium balances. In 10 of the 
cases, a subsequent necropsy showed that the fat 
emulsions had produced no changes in the tissues, 
either gross or microscopic. 

In some cases, patients in poor shape were 
strengthened so that they could stand an operation 
for an abdominal carcinoma. 

As yet, these fat emulsions are not available 
commercially. Difficulties are still being encoun- 
tered in producing satisfactory stabilization of the 
emulsion; certain batches of oil are highly pyro- 
genic, and an emulsion that has worked well for 
awhile may start giving pyrogenic reactions after 
several weeks, in spite of the fact that cultures 
show sterility. 

The writers do not mention the possibilities of 
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serious reactions in cases of highly allergic persons. 
Probably it would be wise always before starting 
an infusion of fat to inject a drop into the skin 
and watch for a reaction. 


B,. and Pernicious Anemia 


M. F. Bearp and colleagues, write (South M. J., 
Aug., 1950) that B,,, although a wonderfully 
effective remedy in the acute stages of primary 
anemia, is not a complete enough substitute for 
liver extract so that it can be used for the main- 
tenance therapy of all patients. 


Funnel Chest 


C. W. Lester reported (J. Pediat., Aug., 1950) his 
operations on 42 patients with a funnel chest. He 
thinks the deformity can have serious physical, 
physiologic and psychologic effects, but most physi- 
cians would probably say that ordinarily it doesn’t 
appear to have much, if any, adverse influence on 
the man or woman who has it. Lester said that the 
risk of the operation was not great in spite of the 
fact that much remodeling of the chest had to be 
done. 


Removal of the Healthy Spleen 
J. I. Ex and S. Rayner have followed up 18 cases 


in which a healthy spleen was removed because of 
traumatic rupture (Acta med. Scandinav., 137:417, 
1950). The average follow-up period reported is 
now 14 years. A study of these patients indicated 
that they had not suffered in any way, except 
perhaps for a slightly elevated fasting blood sugar. 


Tuberculin Skin Testing 


Accorpinc to E. S. Krug and H. R. Glenn (Jour- 
nal Lancet, April, 1950), the results of the Vollmer 
patch test compare very well with the intradural 
PPD test. Studies were made at the Penn State 
College with groups of nearly 5,000 undergraduate 
students. 

The authors are convinced that many of the un- 
satisfactory features of the patch test, ascribed to it 
in the past, have been due to careless preparation 


of the patches, improper selection of sites for test- 
ing, haphazard skin preparation, poor management 
of the patch after its application, and poor reading 
of the results by untrained persons. 

Krug and Glenn emphasized the great impor- 
tance of the 96-hour reading. The first readings 
were made when the patch was removed at the 
end of the 48-hour period and the second reading 
came at the expiration of 96 hours. About 20 per 
cent of the students gave positive reactions. 


New Antifungal Antibiotic 


E. A. Swart, A. H. Romano, and S. A. Waksman 
(Proceedings for the Society of Experimental Bi- 
ology and Medicine, 73: 376, 1950) reported work 
on a new antibiotic drug active against various 
saprophytic and pathogenic fungi. Working with 
cultures of Streptomyces fradiae, they prepared neo- 
mycin and then found that much of its activity was 
due to an unknown factor. Further study of this 
factor showed that it was made up of two parts, one 
of which was antibacterial in its action and the 
other antifungal. The latter fraction they have 
named “fradicin.” 

The ability of fradicin to combat plant and ani- 
mal pathogens suggests that it may be useful in 
plant and animal husbandry and in certain fields of 
medicine. 


Protein-Bound lodine 


W. N. Harsna recently discussed the problem of 
diagnosing thyroid disease with the help of measure- 
ments of the protein-bound iodine in the blood 
(Kansas Med. Soc. J., July, 1950). This is the 
method which has been used so much by Curtis of 
Columbus, Ohio. 

According to Harsha, anyone who has no more 
than from 3 to 10 micrograms per 100 cc. of protein- 
bound iodine in his blood has a normal thyroid 
activity. Anyone with higher levels has a hyper- 
functioning thyroid gland, and anyone with lower 
levels has a hypothyroid situation. 

Efforts are now being made to simplify the 
chemical method so that it can be carried out satis- 
factorily in ordinary clinical laboratories. Hitherto 
it has been difficult and unsuitable for ordinary use. 
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Information Please 


Multiple Sclerosis 


Q. | have a woman patient, 46 years old, who six years ago 
was diagnosed as having multiple sclerosis. She has gotten 
along fairly well until recently, but now the illness is progress- 
ing so that she is unable to get about her house without assist- 
ance. Is there anything that can be done for such a patient? 


A. Not much. The subject of treatment of mul- 
tiple sclerosis was beautifully summarized in a 
special article in the J. A. M. A., July 22 and 29, 
and August 5, 1950. It has also been summarized 
in a volume published by the Association for Re- 
search in Nervous and Mental Diseases. The im- 
pression one gains from reading this material is 
that although many treatments have been suggested 
and tried, there is nothing specific. 

At the Mayo Clinic, Dr. Bayard Horton has for 
years been treating these patients with intravenous 
doses of histamine designed to desensitize them. He 
has published many accounts of cases in which 
recovery seemed to be miraculous. In Oakland, 
California, Dr. Herman Kabat of the Permanente 
Foundation has been treating many of these people 
with injections of neostigmine, and he reports his 
results enthusiastically. 

One would not expect to see any great improve- 
ment in a patient whose nerve tracts have been 
destroyed by the disease. One hopeful fact recently 
discovered is that most of these people live for 15 
or 20 years and many do not become crippled. 


Low Backache 


Q. How can one tell an-ordinary low backache or a severe 
one from the syndrome of a displaced disk? 


A. A good deal depends on the history. A person 
whose troubles are due only to fibrositis or arthritis 
usually has a nondisabling backache or he or she 
may have had many nondisabling spells. These 
may come with a cold. With the x-ray one may see 
a good deal of osteoarthritic change in the lumbar 
region. There probably will be no sciatica, no limp- 
ing, and no history of sudden severe pain and 
weakness in one limb. 
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The person with a displaced disk often comes 
limping in, perhaps walking with a cane, perhaps 
walking with a list to one side or the other. He 
may give a history of having been seized suddenly 
with a severe pain which ran down one limb and 
caused partial temporary paralysis. 

He may have what some called the radicular 
syndrome. It consists of pain in the lower part of 
the back or sacroiliac region extending into the back 
of the thigh and even down into the calf, the heel, 
the ankle, and the outer side of the foot. A cough, 
a sneeze, or straining at stool may cause a jab of 
pain. The patient may have difficulty lying in bed, 
or even sitting in a chair, or riding in a car. There 
may be some numbness or tingling in the affected 
extremity. There may have been some weakness of 
the leg with perhaps even a tendency to foot 
drop. Often there is rigidity of the muscles in the 
lower back. 

The Achilles tendon reflex may be diminished 
or absent on the involved side. There may be a 
little weakness or atrophy of the calf muscles, and 
in occasional cases there is some impairment of 
sensation. The straight leg-raising test produces 
pain in the back of the thigh or in the hip. Some 
persons have a weakness of the extension of the 
great toe which suggests involvement of the fifth 
lumbar nerve root. 

Sometimes it is helpful to get a history of several 
such violent attacks of sudden pain and weakness 
in the limb. The duration of the illness with periods 
of relief may tend to rule out a cord tumor. Some- 
times there is a history of a sudden snap or catch 
while the patient was lifting or bending. 

With the x-ray, little or nothing may be seen. 
Narrowing of the lumbosacral joint space is com- 
mon, and not significant enough to warrant any 
diagnosis. X-ray study of the spinal canal made by 
an expert may be decisive. It is good when this 
can be done with the help of air rather than of 
some opaque substance, much of which will remain 
in the spinal canal, especially if no operation is 
done. Examination of the spinal fluid may be of 
help if it shows signs of irritation of tissues, with 
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an increased cell count and albumin content. 
Not all cases of sciatica are due to a misplaced 
disk, and one doesn’t have to operate immediately 
in all cases. In perhaps 20 per cent of cases, an 
operation does not cure, probably because a mis- 
take was made in the diagnosis. Part of the 
decision to operate depends upon the severity of 
the pain. Naturally, a person with a mild back- 
ache doesn’t want to be operated on. On the other 
hand, the person who is disabled and unable to 
work may have to have his spinal canal explored, 
and he is much more likely to have a displaced disk. 


Migraine and Allergy 


Q. Do experts believe that migraine is a purely allergic 
ifestation, or di ? 


A. Some men do, but others are sure that there 
are innumerable cases of migraine in which allergy 
plays little, if any part. Naturally, the migrainous 
person, who is practically always highly sensitive, 
is more likely than the average person to be sensi- 
tive to some food. This is just one of his sensitive- 
nesses. The best evidence today indicates that the 
eating of an allergen is only one way of touching 
off a migrainous spell. Many a person with 
migraine, after learning to identify and avoid all 
of the foods that give him indigestion still goes into 
many a sick headache just because of fatigue or a 
fright, or an automobile trip, or looking too long 
at a bright light on a tessellated floor. 

An interesting point that appears to have been 
missed by the writers who have stressed the 
importance of allergy in producing sick headaches is 
that many migrainous persons who suffer from se- 
vere attacks of food allergy do not get a migrainous 
spell from eating one of the foods to which they 


are highly sensitive. 


Restricted Activity After a Coronary 


Q. | have a man aged 74 who has had several coronary 
episodes. He is now fairly comfortable and is back at work. 
He has a mild intermittent claudication. He has consulted a 
number of physicians who vary a good deal in their advice. 
How important do you think it is for this man to be on a 
strict fat-free diet? He loves eggs and hates to give them up. 
Should he take vegetable fats instead of animal fats? Should 
he be on skimmed milk? Should he stop taking a few puffs on 
his pipe? If he disobeys the rules laid down for him, by how 
many years is his life going to be shortened? 


A. Our impression is that a man of 74 years 
should not be greatly annoyed with dietary restric- 
tions. They are certain to depress, annoy, and upset 


him. According to statistics obtained at the Mayo 
Clinic, if after a coronary a man does nothing in 
the way of treatment, he can live on for an average 
of twelve years. There is no evidence to prove that 
by strict dieting and the giving up of salt, tobacco, 
and alcohol, he can lengthen his life by even three 
months. 

Without sending him to the Donner Laboratory 
and Dr. John Gofman of the University of Cali- 
fornia at Berkeley, there is no way of knowing if 
he has an excess amount of large cholesterol mole- 
cules. And if he has them, it is questionable if 
locking the barn door will do any good after the 
horse is stolen. 

Ancel Keys of the University of Minnesota has 
recently proved abundantly that ordinary restric- 
tions in diet, and such cutting down of the intake 
of cholesterol that a man can arrange for in his own 
home, is not enough to change his blood cholesterol 
in the slightest. In order to materially reduce the 
blood cholesterol, one must put the patient into a 
metabolic unit in a hospital. When he leaves the 
hospital the blood cholesterol will probably shoot 
back up to where it was before. 

The probability is that a little smoking and 
drinking at the age of 74 will do only good; at 
least it will boost morale. 


Prolonged Use of Gynergen 


Q. | have a patient who takes Cafergot or Gynergen and 
caffeine every day for the relief of migraine. She gets some 
numbness of the legs and a sense of suffocation, but she prefers 
these symptoms to the pain of her migraine. Is she likely to 
get into serious difficulty? 


A. The probability is that she will not get into 
trouble because so many hundreds of persons take 
Gynergen every day and have done it for years 
without getting a thrombosis. Only a very few 
habitual users of Gynergen have had to quit because 
of an increasing numbness or tingling in the legs. 

Two things, however, should be done. One is 
to try Gynergen intramuscularly or hypodermically 
because then the dose will be so much smaller than 
that in the pills of Cafergot. Another drug that 
should be tried is DHE-45 which comes in ampules 
of 1 cc. Experiments on rats have shown that with 
DHE-45 it is almost impossible to produce the type 
of necrosis of the tail that can be produced with 
large doses of Gynergen. The only difficulty with 
DHE-45 is that sometimes it is not strong enough to 
constrict the cerebral vessels and then the headache 
is not entirely relieved. 
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Business and Economics \~ 


HOW WILL FEDERAL AID AFFECT MEDICAL TEACHING 


Answers to Questions Raised by GP on Aid to Medical Education 


BY U. S SENATOR JAMES E. MURRAY 


These answers are based on S. 337 as reported from the Senate Committee on Labor and Public 
Welfare on February 15, 1951. In view of the major interests of the readers of GP, the answers 


are confined to those provisions of the bill which relate to medical schools. However, the prin- 


ciples enunciated also apply to dental and nursing schools. 


SENATOR Murray, suppose we begin this conversa- 
tion by plunging directly into a question that is 
prominent in the minds of a lot of the medical pro- 
fession. 

1. Assuming that a considerable portion of our medical 
schools do need additional financial assistance, is it not 
possible that the new financial aid plan recently an- 
nounced by the A.M.A. can render this assistance as 
satisfactory as Government subsidy? 


A. The action of the American Medical Association 
in setting up the new Education Foundation is 
most practical and valuable. However, the reported 
needs of the medical schools are of such magnitude 
that it doesn’t appear likely that Foundation funds 
alone could meet the problem in the foreseeable 
future. The initial contribution from the American 
Medical Association was an appropriation of one- 
half million dollars. Since that time there have un- 
doubtedly been many individual contributions and 
the California Medical Association is reported to 
have contributed $100,000. 

In contrast, every medically-staffed survey of the 


financial situation of the nation’s medical schools in 


the past three years has noted that they need any- 
where from $10,000,000 to $15,000,000 a year in 
additional monies to support existing operations and 
anywhere from $200,000,000 to $330,000,000 in 
capital funds to construct urgently needed facilities. 
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United States Senator James E. Murray. 


I recommend to all general practitioners a careful 
perusal of the 1948 report of the American Medi- 
cal Association’s Council on Medical Education and 
Hospitals and the 1950 report of the Surgeon Gen- 
eral’s Committee on Medical School Grants and 
Finances. The American Medical Association was 
represented in the latter survey by Dr. E. E. Irons, 
immediate past president of the association. 
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I think, however, the most direct answer to the 
question comes from Mr. Herbert Hoover, who has, 
over a period of years, shown deep interest in the 
plight of the medical schools, 1 think every general 
practitioner should read the Hoover Commission's 
Task Force Report on Federal Medical Services, 
Appendix O. After detailing the critical financial 
situation of the medical schools, the Task Force 
stated the necessity for federal aid to medical schools 
and justified it in the following words: “A sufficient 
principle on which to justify such Federal aid is 
that the Government is the largest single customer 
for medical personnel even in peace, and by far 
the greatest customer of all in war.” Further, Mr. 
Hoover in January, 1950, accepted the honorary 
chairmanship of a National Fund for Medical Edu- 
cation. In its prospectus, addressed to leading in- 
dustrialists, the fund detailed the medical schools’ 
need to overcome an immediate operating deficit 
of $10,000,000. It proposed to raise $1,000,000 
through voluntary subscriptions. The balance, it 
conceded, would have to come from federal aid 
to medical schools. 

I sincerely hope the A.M.A. succeeds in its an- 
nounced attempt to raise through voluntary contri- 
butions all the money needed by our medical 
schools. I pledge myself, and I think I can speak 
for the entire Congress, that if the A.M.A. should 
eventually succeed in raising those tens of millions 
of dollars needed for medical education, I will im- 
mediately move to cut out all appropriations made 
for medical schools under this bill. But, America 
cannot take a chance. Before the end of this school 
vear, this bill must become law. 


2. It has been suggested, Senator, that this whole program 
is another Administration effort to establish indirect con- 
trol of medicine. In your judgment, is this so—or is such 
control likely to be an indirect, long-range result? 


Public Welfare—Republicans and Democrats alike 
—with the straightforward purpose of sticking to 
the problem of helping the medical schools out of 
their present financial plight. I cannot, for the life 
of me, understand all this hullaballoo about “direct 
or indirect control of medicine.” I know that I 
would never advocate legislation which would in- 
terfere with any rights or freedoms of the medical 
schools. But, aware of the fact that the average gen- 
eral practitioner, who for some years now has been 
reading Whitaker-Baxter literature, may not believe 
this, let me ask your readers whether Senators Taft 
A. S. 337 is a bi-partisan measure, sponsored by all 
members of the Senate Committee on Labor and 
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of Ohio, Smith of New Jersey, or Nixon of Cali- 
fornia want federal control of our schools. Of course 
they do not. And they too sponsor this bill. 

I am dead sure that the deans of the medical 
schools are much more concerned about, and in a 
position to know much more about, the possibility 
of encroachments upon their independence than 
some of the A.M.A. hierarchy who have done a lot 
of undocumented screaming about the perils of 
federal aid. Dean Joseph C. Hinsey of Cornell Uni- 
versity, chairman of the executive council of the 
Association of American Medical Colleges, has writ- 
ten the Senate Committee on Labor and Public 
Welfare that a poll of its membership showed 47 
medical school deans favoring the bill and only 
16 opposed. Dr. Hinsey disavowed the action of 
the A.M.A. in opposing the bill as “taken inde- 
pendently of our association . . . and without a poll 
of our membership.” Space does not permit the list- 
ing of the many professional and educational or- 
ganizations, all deeply concerned with problems of 
academic and medical freedom, which have gone 
on record in support of S. 337. Significantly, the 
American Conference of Academic Deans, an or- 
ganization of more than 1,000 college presidents, 
deans, and administrators, last year denounced the 
A.M.A. for its opposition to expansion of pre-pro- 
fessional and professional education. 


3. In order to qualify for Government aid, will private 
schools be required to change their admission require- 
ments in line with Government standards? Will those 
standards be higher or lower, in your opinion? Would 
such standards provide for a more scientific selection of 
students, with less subsequent waste of money and effort? 


A. S. 337 would expressly prohibit any control or 
interference with the admission policies of schools 
or with the selection of schools by applicants for or 
recipients of scholarships. The one requirement it 
would make of schools in regard to admissions is 
that the schools provide reasonable opportunities 
for admission of qualified out-of-state students. 
Since Federal funds, raised on a nation-wide basis, 
would be used for grants to the schools it is essen- 
tial that students from all sections of the country 
have an opportunity for enrollment. This would in 
no way affect the individual school’s scholastic 
standards for admission. In fact additional financial 
support for the institutions, in combination with 
the scholarships which are provided for under this 
bill when a shortage of qualified applicants occurs, 
could in the long run broaden the school’s oppor- 
tunities for selection on the basis of ability alone. 

The only requirement in the bill affecting stand- 
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ards is that to be eligible, a school would have to 
be recognized as acceptable “by recognized accredit- 
ing bodies”—and in the case of medical schools, the 
only such body to my knowledge is the Council on 
Medical Education of the American Medical As- 
sociation. 


4. Senator, does your last remark infer that provisions will 
be made to insure that those responsible for administering 
the Federal Aid program are qualified experts in the 
field of medical education? 


A. §. 337 would establish a National Council on 
Education for Health Professions and authorize the 
appointment of a special advisory and technical 
committee for each professional field of training to 
assist and advise the Surgeon General of the Public 
Health Service on matters of general policy and 
administration. The Council would be composed of 
the Surgeon General and the Commissioner of the 
Office of Education, as ex officio nonvoting mem- 
bers, and ten members, not otherwise in the Federal 
Government, to be appointed by the President from 
leaders in the fields of health sciences, education, or 
public affairs. Three of these ten members would 
be required to be persons who are active in the 
fields of professional health education. The Coun- 
cil would elect its own chairman. The Surgeon 
General would be required to consult with the 
Council before regulations were established and 
before approving accrediting bodies or making 
major policy determinations in connection with 
scholarships or construction and equipment grants. 
In addition he would be required to include in his 
annual report a record of consultations with the 
Council, its recommendations and his comments on 
them. 

The Council itself would be required to conduct 
studies and surveys and to report to the Congress, 
within two years of the passage of the bill, its find- 
ings and recommendations on Federal assistance 
to professional health education. The program au- 
thorized by the bill would terminate by July 1, 
1956, unless it were extended by the Congress, and 
the Council’s findings and recommendations would 
be available for consideration at the time when the 
question of extending and modifying the program 
came up. 

The sponsors of the bill believe these provisions 
would assure responsible administration by public 
officials and at the same time make certain that in- 
dependent expert opinion and advice would be 
available and would be taken into account in the 
administration of the program. 
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5. Will there be a definite “yardstick” by which medical 
schools will qualify for Federal aid, or will it be a case 
of “first come, first served’? 


A. The bill does provide a definite “yardstick” by 
which medical schools would qualify for the per 
capita payments for instructional costs. Schools 
would qualify for these payments if they were pub- 
lic or nonprofit institutions and were approved by 
a recognized accrediting body. It is contemplated 
that the established accrediting body—the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association—would continue to ac- 
credit the medical schools. 

Similar qualifications are required for grants for 
construction and equipment with assurances that 
the school will continue to meet these qualifica- 
tions for ten years aftet completion of the construc- 
tion. In addition, when construction of teaching 
hospitals is involved the project would have to be 
consistent with the State’s Hospital Construction 
program. Individual grants would be made in the 
order of the relative value of the project for the 
alleviation of shortages of professional health per- 
sonnel. 


6. What is the estimated annual cost of the program for 


operation of schools—for new equipment—for expansion— 
for scholarships? 


A. Grants to medical schools for instruction would 
amount to approximately $14 million in the fiscal 
year 1952. The $14 million cost figure assumes a 
7¥2 per cent rise in freshmen enrollments in the first 
year of the program as compared with average fresh- 
men enrollments in the three years, 1948-49, 1949-50 
and 1950-51. Instructional grants to medical schools 
would increase somewhat in subsequent years as 
expanded freshmen enrollments were reflected in a 
larger number of second, third, and fourth year 
medical school students. Of course the amount 
which would be spent in each year of the program 
for instructional grants would depend upon a num- 
ber of factors including the actual enrollments in 
existing schools and any new schools which may be 
established, the rate of training, the expansion in 
enrollments compared with the base period, the op- 
eration of the statutory limitations on total grants to 
an individual medical school. Funds granted to the 
schools for instructional purposes could be used for 
teaching staffs, maintenance, and operation of fa- 
cilities and for equipment. 

A total not to exceed $10 million annually 
would be authorized under S. 337 for grants for 
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equipment and construction, for expansion and im- 
provement of existing schools (of all types of 
schools covered by the bill), and establishment of 
new schools providing training in the health pro- 
tessions. In advance of submittal of applications by 
the schools for funds for such items as equipment 
and construction it is an impossibility to deter- 
mine the amount which would be granted to medi- 
cal schools. 

No expenditures are now anticipated for schol- 
arships for medical students. S. 337 would authorize 
scholarships only in those fields of training in which 
there was a shortage of qualified applicants. In 
medicine I believe there are about 26,000 appli- 
cants annually while the schools’ capacity allowed 
the admission of only 7,187 freshmen last year. 
While this situation continues there would be no 
Federal scholarships for medical students under 


S. 337. 


7. The medical profession—those in active practice—are 
also asking whether there is any assurance that schools can 
obtain qualified instructors to effectively handle a sudden, 
large increase in enrollment. 

A. S. 337 would not require any sudden, large ex- 
pansion of enrollment. It is designed to help schools 
increase their student capacity gradually in accord- 
ance with the capacity of the instructional staff. 
These are questions for determination by each 
school’s own managing authorities. 

The shortage of qualified instructors for our 
medical schools presents a serious problem. This 
problem can be met in large part if we take the 
necessary steps. It is the hope of the sponsors of S. 
337 that Federal financial assistance will enable the 
schools to increase their salary scales in line with 
other economic opportunities which in recent years 
have lured many competent instructors away from 
the schools. 

Dr. Howard A. Rusk, chairman of the health 
personnel advisory committees to the National Se- 
curity Resources Board and the Selective Service 
System, recently summarized our physician man- 
power requirements in an address before the Con- 
gress on Medical Education and Licensure. In his 
statement of February 12, Dr. Rusk warned that 
we must not repeat the errors of World War II and 
fail to prevent the depletion of teachers. Further- 
more, he expressed the opinion that internships 
could be extended rather than curtailed inasmuch 
as interns were already performing medical services. 
There are questions which are to be taken into con- 
sideration in the development of our deferment 


policies. 


8. How many additional physicians per year may ultimately 
be anticipated as a result of this program? 


A. The decision on size of enrollments will be made 
by the medical schools, by their parent universities 
and, in the case of State university medical schools, 
by State legislatures. S. 337 is designed to provide 
a part of the funds acutely needed for operation at 
present enrollment levels and to facilitate expan- 
sion in training capacity and enrollments by pay- 
ment of additional amounts. 

Dr. Rusk, in his Chicago address of February 12, 
indicated that unless the profession was to fail to 
meet the mobilization challenge, enrollments in 
medical schools must be increased 15 per cent and 
accelerated courses of studies must be instituted. 
He placed the prospective deficit, assuming an 
armed force of 5 million, at 22,000 by 1960 and 
indicated that the combined recommendations for 
expansion and acceleration would reduce this deficit 
to 14,500 by 1954 and to 2,000 by 1960. Thus he 
proposes an average annual increase of approxi- 
mately 2,000 medical school graduates over the next 
decade. 

It is my hope that S. 337 by providing grants for 
instruction and construction will enable the medi- 
cal schools to make the necessary changes in their 
training capacity and training schedules to meet 
the needs of the present national emergency. 


9. Granting the present increased military need for medi- 
cal personnel, can we find places in civilian practice for 
these additional physicians when the emergency period 
is over—remembering that we now have a higher ratio 
of physicians per th d lati 


pop than any other 
Nation? 


A. In my judgment, the physician requirements as 
formulated by the health manpower advisory com- 
mittees to the National Security Resources Board 
and the Selective Service System even if met in 
full will not create an oversupply of physicians for 
civilian practice. The estimates developed by these 
advisory Committees and presented by Dr. Rusk 
are based on the need for restoring and achieving 
1949 levels of civilian medical services. These levels 
were not fully adequate to meet civilian needs. For 
example, many rural areas in 1949 were in acute 
need of physician services. There were also serious 
shortages on the medical staffs of mental and tuber- 
culosis institutions. In addition, as Dr. Rusk in- 
dicated, his estimates did not take account of the 
aging population and its greater requirements for 
medical services and of the medical needs of re- 
turning veterans. 
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In assessing the long-run requirement for physi- 
cians, it is particularly important to take account of 
a vastly expanded effective consumer buying power 
in the decade ahead. When the emergency is ended 
and the added productive capacity and income need 
no longer be directed to military purposes, the ef- 
fective demand for medical and other civilian goods 
and services will be greatly increased. 


10. Will there be any effort to channel medical students— 
particularly those whose study is financed or made pos- 
sible by Federal Aid—into specific fields of practice 
(surgery, internal medicine, pediatrics, etc.) and what 
ratio? 

A. There will be no effort under this program to 
channel medical students into specific fields of 
practice. The bill specifically forbids any control of, 
or interference with, the curricula of the schools 
or the choice of school by a scholarship student. 
Moreover, the grants for instruction to medical and 
dental schools would be given only on the basis 
of undergraduate students and not on enrollments 
for graduate and specialist training in these fields. 
Scholarships would not be conditioned upon the 
student’s pursuing any particular type of training 
in medical or dental schools. 


11. Would general practice be included as one of these 
priority fields of practice? 


A. As I indicated in my reply to question 10, S. 
337 does not contemplate any setting of priorities 
on fields of study or specialization. 


12. Is it the thought that physicians whose education is fa- 
cilitated in any degree by these funds will be obligated 
to any kind of “repayment” service (i.e., Army, VA, or 
PHS) as was the case of ASTP and V-12 students of 
World War II? 

A. No. The sponsors rejected the idea of requiring 
some sort of “repayment” service from the students 
who were assisted by Federal scholarships. In the 
first place, conditioning scholarships on an agree- 
ment to serve in some designated way does not ap- 
pear necessary at this time for male students be- 
cause of Selective Service. In addition the spon- 
sors have considerable doubt whether such a re- 
quirement is desirable as a matter of principle or 
would be effective in practice. 


We are sure, Senator, that the family physicians of 
America will be glad to hear these authoritative inter- 
pretations of this vital subject. The editors of GP sin- 
cerely appreciate the time you have taken and the cour- 
tesy you have shown in answering our questions. 
Permit me, in turn, to express to you my appre- 
ciation for the opportunity of presenting to your 
readers my views on this important piece of legis- 
lation. 


“About my bill, Doctor . . .” 
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DISABILITY EVALUATION 


BY EARL D. McBRIDE, M.D. 


Oklahoma City, Oklahoma 


Docror, will you render us the report of your 
examination and evaluate the percentage of per- 
manent disability? 

“I dislike testifying in court,” is the doctor's reply. 

“We must have medical opinion,” is the instruc- 
tion of the court. The reaction is a conflict of the 
basic principles of professional relations in the 
medical mind. A scientific mind _ professionally 
trained and experienced is being called upon to 
break the bonds of confidential intercommunication 
in private consultation, and to release medical in- 
formation and opinions to become public record 
where they may be scrutinized, disputed, and even 
exploited. 

The statutes provide that the extent of personal 
injury and the evaluation of disability must be 
established through medical opinion and testimony. 
There is a great medical responsibility here that 
should receive much more curricular attention than 
it does at present. 

A complete medical opinion, to command the 
confidence and respect of contending litigants in a 
court of law must reflect an appreciation of legal 
requirements, human welfare, industrial activities, 
and social responsibilities. No matter how outstand- 
ing a surgeon may be in his scientific field, he 
should be willing to try to understand the attitude 
of the social forces of law and economics before 
participating in their complex convolutions. 


Examination and Report 


The report of the medical examination of one 
who is making a claim for disability, places the 
physician in a position that involves a different ap- 
proach and wider responsibility than that of the 
usual clinical examination in which a diagnosis is 
to be determined from the point of view of treat- 
ment. Those to whom the information must be 
directed are not physicians. They are persons who 
know little or nothing of medical terms or facts. 
As members of an industrial commission, or the 
jurors of a court of law, they must have all the 
medical facts involved. It is necessary, therefore, 
that such scientific information should be recorded 


LACK OF 
CONFIDENCE 


PERCENT THROWING 


THE COGWHEELS PUSHING RILITY 


OF DISABILITY 
IN INDUSTRY 


in as simple and comprehensible language as pos- 
sible. They must know: 

1. The extent and seriousness of the injury. 

2. How it happened. 

3. Whether or not the accident was responsible 
for the disability. 

4. What kind of treatment was given. 

5. Whether or not further treatment will be of 
benefit. 

6. How long before treatment may be discon- 
tinued. 

7. When can work be resumed. 

8. What the partial permanent disability will be. 


Court Testimony 


The examining physician often does not realize 
the importance of thoroughness or the minor points 
of significance in the examination of the case, 
which may prove to be embarrassing stones to 
hurdle when he takes the witness stand and is sub- 
jected to a grueling cross-examination. Methods and 
tests routinely used in arriving at conclusions as to 
a diagnosis and opinions in the case may be ques- 
tioned and ridiculed and made to seem unconvinc- 
ing. Omission of some seemingly insignificant test 
or step in the examination may be magnified by 
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the insinuation of gross negligence or incompe- 
tency. Likewise, the hysterical or insignificant sub- 
jective symptoms may be strongly stressed to the 
point of convincing the court of their great impor- 
tance. For example, in testing for the loss of sensa- 
tion, the patient may indicate that he does not feel 
the point of a pin over the area. The examiner 
must record and acknowledge this finding even 
though his evaluation of its clinical significance may 
not be impressive. In court, questions may be put 
to the medical witness in such a way that his 
answers would indicate a definite finding of anes- 
thesia. 

In a case where it is claimed that a herniated 
intervertebral disk exists, the measurements of the 
circumference of the thigh and calf of one leg may 
be recorded inadvertently as a little less than the 
opposite leg, together with the finding of no re- 
sponse to pin-prick and the complaint of pain in the 
leg. A clever cross-examiner may ask questions that 
may elicit answers that greatly impress the court 
that such symptoms are indicative of a herniated 
disk, whereas the medical witness has considered 
the findings as insignificant or purely functional 
or hysterical. 

Careful wording of the clinical findings in a 
report and careful statements in court cannot be 
too strongly stressed. For example, it is common 
to say or report that a straight leg-raising test is 
positive simply because the patient complains of 
increased pain in the leg or back. If this test and 
others do not show conclusive evidence of involun- 
tary muscle spasm and genuine diagnostic pattern, 
the straight leg-raising test should not be recorded 
as positive. A more accurate statement would be, 
that on such a test, the patient expressed pain 
“unsubstantiated” by clinical examination. 


Disability 


There is often a misinterpretation of the various 
stages through which an injured claimant must pass 
before his disability is considered permanent. Dis- 
ability is temporary or permanent, and either may 
be partial or total. The temporary period will in- 
clude active treatment and follow-up examinations 
until the time when it can be said that a healing 
period is ended and some kind of work may be re- 
sumed. Even the disability may not have reached 
a permanent status. Readjustment to the physical 
handicap often requires a long period of time even 
after resumption of labor. Consequently, settlement 
of the claim may be determined long before the 
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final permanent state of disability is reached. Under 
such circumstances, it is necessary to reach a con- 
clusion as to what the permanent state of disability 
is to be eventually, not what it is at the time the 
individual returns to work. 

Permanent disability may be total or partial. Per- 
manent total disability implies an impairment of 
mind or body which is sufficient to render it im- 
possible for the average person to follow a gainful 
occupation throughout life. Permanent-partial dis- 
ability implies a lifetime limitation of working ca- 
pacity in respect to a gainful occupation. 


Settlement of Claim 


Settlement of claim at the period when medical 
treatment is ended or when it is declared that the 
claimant is able to resume work, often calls for 
evaluation of disability before the temporary-par- 
tial disability, such as residual weakness, swelling, 
and soreness has been fully overcome. In such in- 
stances, the extent of the partial-permanent dis- 
ability must be evaluated and an approximate time 
expressed when the ultimate permanent state of 
disability will be reached. 

To declare that a laborer is able to return to 
work is a matter of opinion, while his actual re-em- 
ployment is often far from realization. His former 
employer may insist that he cannot use him until 
he can be fully depended upon for normal capacity 
of work. Likewise, he may not secure a job from a 
new employer while he is partially disabled. Limited 
education, experience, or skill, often are handicaps 
to changing to a new field of labor requiring lighter 
physical capacity. Discouragement and a lack of 
willing disposition to try are also strong factors in 
readaptation. Where it is expected that the medical 
opinion should be a positive expression of a definite 
percentage of disability at the time final settlement 
of the claim is made, the evaluation of the ultimate 
extent of permanent disability may have to be 
weighed by the factors of temporary-partial dis- 
ability. 


Standardizing Measurement of Disability 


Industrial compensation awards usually are based 
on amputation values established by law. When the 
part is not amputated but is partially disabled, the 
disability is said to be a partial loss and there is 
no schedule for partial disability. The loss must 
be determined through medical opinion. Numerous 
difficulties have been encountered in establishing 
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standards of evaluating the percentage of partial- 
permanent disability. There is no place for human 
sympathy or emotional persuasion in this process 
of measuring liability. It is not expected that medi- 
cal opinion should agree, but it is expected that 
sound scientific measuring based upon medical 
knowledge and training be employed. 

The extent of disability cannot be measured by 
vocational loss. One man may be a painter, another a 
skilled mechanic, and another a ditch digger. The 
variation in education, skill, experience, and _nat- 
ural ability is too wide to be comprehended through 
any medical survey. Disability may occur, yet not 
cause a change of occupation or wage loss in that 
occupation. Disability cannot be based on anatomic 
or structural loss although most statutes group the 
evaluations around crudely calculated losses, such 
as amputations. The amputation of one or two 
fingers of a skilled bench mechanic might perma- 
nently prohibit him from continuing his occupa- 
tion, while it would not greatly interfere with the 
efficiency of a hod carrier. However, where the law 
has fixed an amputation value, then partial disabil- 
ity is usually interpreted as a per cent of such value. 
The provisions of the statutes are intended to com- 
pensate for the loss of wage earning capacity. The 
disability is evaluated through medical opinion, 
while the court establishes the wage earning capac- 
ity. 


The Basis of Disability 


There is only one common ground upon which 
medical analysis of a physical handicap may stand, 
and that is the analysis of function. That is, it must 
be determined what the individual can or cannot do 
as a result of the disability. When this answer is 
arrived at, the industrial court may interpret the 
influence of such percentages of function loss in 
terms of wage earning loss. The coefficient of work 
is function. The quotient of disability must be 
found through a common denominator of occupa- 
tion, trade, or vocation. If the disability is evalua- 
ted for a specific vocation, such as the carpentering 
trade, the medical examiner must be qualified to 
know the activities required of a carpenter so that 
his working capacity can be weighed and tested. 
Such a rating would be naturally higher than for 
ordinary manual labor. 


Method of Formulating Medical Opinion 


In order to establish a suitable measuring rod of 
disability, it is necessary to settle upon a simplified 


formula, whereby an opinion may be based on a 
logical process of scientific deductions that enables 
a man to carry on his duties as a laborer. This in- 
volves functions such as the acts of lifting, pulling, 
bending, turning, pushing, walking, jumping, run- 
ning, grasping, or throwing. Upon the efficiency of 
these acts depends the ability to work at gainful 
employment. 

To measure efficiency, it is necessary to break 
down the various factors in the performance of 
function. Stated in the simplest of terms these fac- 
tors are: (1) quickness of action, (2) co-ordination 
of movements, (3) strength, (4) security, (5) en- 
durance. Two other factors influence the employer 
as the individual seeks employment, i.e., (6) safety 
as a workman and (7) prestige of sound physique. 

It would be ideal if the efficiency of function 
could be measured through actual tests consisting of 
the performance of the elements of work. The meas- 
urement of strength by a dynometer depends greatly 
on the willingness of the claimant to co-operate. 
The evaluation of endurance by energy units con- 
sumed is a complicated procedure. I have previously 
proposed a system of practical office tests for the 
hand, leg, arm, and back, in the January, 1950, 
issue of Archives of Physical Medicine. These tests 
consist of performing work effort against time to 
evaluate the functional factors of quickness, co-or- 
dination, security, strength, endurance, safety, and 
suitability for re-employment. 

From the practical standpoint, a very satisfactory 
conclusion can be reached through the mental proc- 
ess of experience and professional judgment, if ap- 
plied to a definite group of functional factors. In 
some cases, various tests are of considerable assist- 
ance. 

It is reasonable that in measuring disability each 
of the functional factors should bear its relation to 
an evaluated loss. No single factor alone is respon- 
sible for disability. For instance, if the disabled 
member has only 50 per cent strength, it does not 
follow that losses in other factors are the same. If 
each factor, therefore, is given a percentage eleva- 
tion according to its relative importance to the 
working capacity, then there will be a basis upon 
which to estimate a suitable measuring rod of dis- 
ability. Such a formula, then, may be expressed as 
follows: 

- Quickness of action 10 per cent 
. Co-ordination 
. Strength 


20 per cent 
20 per cent 
10 per cent 
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10 per cent 
10 per cent 


6. Safety as a workman 
7. Prestige of physique 


When the physical examination has thoroughly 
revealed whatever physiologic and anatomic de- 
ficiencies may have resulted from the injury, the 
effect on each functional factor may be estimated 
as a percentage of loss in respect to that particular 
capacity. The total of these percentages of loss will 
represent the partial loss of the part as a whole. 

For example, in case motion is limited in the el- 
bow from 180-degrees extension to 90-degrees flex- 
ion, the analysis of disability might reasonably be 
evaluated as follows: 


25 per cent of 10 or 
25 per cent of 20 or 
15 per cent of 20 or 
Insecurity 15 per cent of 10 or 
Diminished endurance. . .15 per cent of 20 or 
Increased risk 10 per cent of 10 or 
lessened employability . . 15 per cent of 10 or 


Delayed action 
Awkwardness 


Percentage of Disability to Arm 


Comparative Adjustments 


After arriving at a satisfactory answer in respect 
to function, it is often necessary to co-ordinate the 
percentage of functional disability with the speci- 


THE COST OF ILLNESS 


$14 for other costs. 


their expenses. 


fied disability awards, as provided by the Compen- 
sation Law. For example, the total loss of an arm 
by amputation may be 250 weeks at $21.00 per 
week. A partial disability of the arm should be com- 
pared with what the loss would be in case of am- 
putation. 

By mere comparison the examiner might con- 
clude that a certain partial disability would be one- 
half, one-fourth, or one-third as great as an ampu- 
tation. If the partial disability, as computed by the 
functional method is, for example, 17.5 per cent, 
further comparison with amputation might alter the 
evaluation to a greater or lesser percentage. The 
opinion of the examining physician will be highly 
respected where it is realized that he has used 
sound scientific and unbiased reasoning in arriv- 
ing at his evaluation of the percentage of disability. 

There are many other problems to be considered 
in evaluating disability. One should be acquainted 
with the rating schedule under which the disability 
is being evaluated. Comparative percentage values 
of the parts of the body in such schedules must be 
known where multiple disabilities of the body are 
involved. Disability to the fingers, and arm, should 
be combined in a percentage of loss to the arm as 
a whole. Disability to the back, in addition to that 
of the leg or arm, must be quoted as percentage of 
loss to the body as a whole. Such evaluations are 


complicated but should be well understood. 


In AN ARTICLE by Theodore Wiprud and Isidore Altman, prepared especially for the ].A.M.A 
for November 4, 1950, it was reported on the basis of a study of private patients admitted to 
hospitals during the months of November and December, 1949, and January, 1950, that the 
charges for the average hospitalized illness now run to $285. The items were $131 for the hos- 
pital, $109 for the physician, $15 for anesthesia, $6 for radiology, $10 for special nursing, and 


Seventy per cent of the patients had some form of voluntary insurance which paid part of 


The authors concluded that the cost of a single illness is often beyond the financial capacity 


of the family and hence they cannot meet it. 
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TRENDS AND EVENTS IN THE 


Family Physician Advises Congress 


NuMERous PHYSICIANS, some of them nationally 
known specialists, appeared recently before a 
Congressional committee to urge continued 
Federal support of medical research. But it is 
doubtful that any made a greater impression than 
an unassuming general practitioner from a small 
Midwestern town. This, in spite of the fact that he 
began his testimony with the following confes- 
sion: 

“Mr. Chairman, ladies and gentlemen, this is 
my first appearance before a Congressional com- 
mittee, my first experience before any committee, 
so I am a bit nervous and perspiry.” 

The witness was Dr. J. J. Kronzer, of Oshkosh, 
Wis. He had been brought to the hearings by one 
of his patients, former Representative Frank B. 
Keefe. Until his retirement from Congress last 
year for reasons of health, Mr. Keefe had been 
ranking Republican member of the appropriations 
subcommittee which handles Public Health 
Service appropriations and foremost advocate of 
government aid to medical research. Introducing his 
family doctor, he said: 

“I have often marveled at how he is able to 
stand up under the gaff that he takes as a general 
practitioner, operating surgically four or five times 
every_morning_and.seeing-80 to 100 people-a-day, 
and then making house calls at night in response 
to people suffering from heart attacks, like me, and 
other things, and sitting by their bedside all night 
and all that.” 

Dr. Kenzer, on the witness stand, drew upon 
his own day-to-day clinical experiences to 
demonstrate the practical value of experimental 
investigations. Diagnosis and treatment of heart 
disease, cancer, and venereal infections in particular 
are greatly improved over what they were only a 
few years ago as a result of persistent research, the 
witness told the subcommittee. 

Incidentally, by the time this appears in print 
the Public Health Service appropriation for 1951- 
52 will have passed the House and be approaching 
final approval in the Senate. 

The medical profession may anticipate, almost 
with certainty, revival in the near future of EMIC 
(Emergency Maternal and Infant Care), which 


NATION’S CAPITAL 


helped finance thousands of servicemen’s babies in 
World War II. Bills are pending in both House 
and Senate and several conferences, called by the 
Children’s Bureau, have been held in Washington 
to obtain ideas on development of a program with 
a minimum of kinks and bugs. 

It will be recalled that the old EMIC plan had 
many controversial features. One was its $50 ceil- 
ing as the doctor’s fee in normal deliveries. Another 
was its inflexibility, with regard to hospital 
accommodations. Still another was the fact that the 
government, according to some critics, exercised 
too much control and doctors had practically no 
say over administrative practices. 

These problems, and many others, were fully 
discussed at the Children’s Bureau-sponsored con- 
ferences and while unanimous agreement was not 
reached in each case, the discussions gave evidence 
that the prospective revival of EMIC will be 
thought out more carefully than its predecessor of 
nearly a decade ago. 


Senate Health Insurance Study 


On or about the middle of May, a special 
Senate report on the various types of health 
insurance plans now in force throughout the 
country is scheduled to be completed and made 
public. The character of reaction to this report, on 
the part of the medical profession and the general 
public, is expected to go far toward determining 
what type of national health legislation—if any— 
the present 82nd Congress will favor. 

A few weeks ago (March 30), a preliminary 
progress report was filed in the Senate by Dr. Dean 
A. Clark, whom the Labor and Public Welfare 
Committee engaged last fall to supervise the study. 
Dr. Clark, director of Massachusetts General 
Hospital, stated that the report will be in two 
parts—one on medical care insurance and the other 
on activities of state and local governments in the 
field of health services. 

Organizations that have co-operated in the study 
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include the national medical, dental, and nursing 
associations, Blue Shield and Blue Cross Com- 
missions, organized labor, insurance companies, 
Federal agencies, and state health and welfare 
departments. 

Pending completion of the study and filing of 
the report, an unofficial truce has been in effect on 
Capitol Hill in the battle over compulsory national 
health insurance. Supporters of such a scheme 
have refrained from pushing the so-called Murray- 
Dingell plan and opponents likewise have with- 
held “antidote” legislation. 


Latest “‘Medical West Point’ Bill 


Every so often a member of Congress expresses 
concern over difficulties experienced by Federal 
departments—both military and civilian—in obtain- 
ing medical personnel in sufficient quantities. 
Occasionally their anxiety manifests itself in a bill 
designed to establish what is loosely called in some 
quarters a “West Point of medicine.” 

Most recently introduced of these measures, and 
probably more carefully worked out than any of 
its antecedents, is HR 3511. Its sponsor is Rep. 
Augustine B. Kelley, a Pennsylvania Democrat. 
The bill would set up two Federal medical schools, 
whose students would have tuition and subsistence 
furnished to them gratis if they agreed to serve— 
following graduation and internship—in the 
government one year for each year’s free training. 
Or, barring a vacancy on the Federal payroll 
(military or civilian), he would be obligated to 
practice in a doctor-short area of the country. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it! The Hoover Commission found, for example, that: 

Employees of private life insurance companies each handle four times as many comparable 
transactions as a Veterans administration employee. 


The Kelley bill is based on the following 
premises: (1) a shortage of adequately trained 
physicians exists; (2) increasing of their number 
is imperative; (3) existing facilities for training of 
physicians are numerically inadequate; (4) high 
cost of medical education, shortage of schools, and 
“the intense competition for admission to such 
training combine to render the opportunities of 
qualified students to obtain such training inadequate 
and inequitable; (5) high cost of construction and 
maintenance is discouraging expansion of medical 
colleges and establishment of new ones; (6) in- 
auguration of Federal schooling to increase the sup- 
ply of doctors available for public service should be 
adopted as government policy. 

Guiding body of the two government medical 
schools would be a seven-member commission 
appointed by the Federal Security Administrator 
(Oscar R. Ewing now holds this post) upon 
recommendation by the Surgeon General of Public 
Health Service, which is an FSA unit. It is required 
that all seven members be “leading authorities in 
medical education or public health” and no more 
than four may be members of the same political 
party. 

Outlook for the bill is none too bright. Armed 
services have never looked with favor on “feeder” 
medical schools of their own and, of course, the 
American Medical Association could be expected 
to oppose the idea, as it has done in the past. If 
Congress takes any action this year in direction of 
stimulating medical production line, its course will 
more likely be directed toward subsidizing existing, 
non-Federal colleges of medicine. 


: 
4 
ee GP @ May, 1951 87 
i 


Dr. G. J. P. Barger demonstrates his profile map of 
the Potomac Appalachian Trail. Below (right) he takes 
an altimeter reading on the same trail while a friend, 
who is also a happy hiker, holds the measuring wheel. 
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After FHtours 


THE HAPPY HIKER 


BY J. DEWITT FOX, M.D. 


A GENERAL PRACTITIONER who scales mountains and 
then puts mountains to scale is G. J. P. Barger, 
M.D., of Washington, D. C. A rugged mountain 
climber and expert map maker, Barger has had 
more ups and downs in his lifetime than an Em- 
pire State Building elevator. 

Most doctors are pedestrians only long enough to 
carry their Boston bags from car to office or home. 
But Dr. Barger takes his walking seriously. For 
more than 20 years, hiking has been his hobby. 
And what most of us would consider “back-break- 
ing business,” Barger says is fun. He has climbed 
Pike’s Peak and other tall ones, walked hundreds 
of miles over the Appalachian Trail in Maryland 
and Virginia. As a member of the Potomac Appa- 
lachian Trail Club, he spends week ends exploring 
little-known trails so he can inform other hikers 
about the climbs ahead of them. It isn’t unusual 
for him to hike 25 miles over rough mountain ter- 
rain on a Sunday. 

Still rugged and sturdy as an oak at 69, this 
happv hiker keeps in tiptop condition for his week- 
end jaunts by getting up before dawn three morn- 
ings a week. He and Mrs. Barger, also an avid hill 
climber, trot half a mile, to the entrance of Wash- 
ington’s famous Rock Creek Park. They spend an 
hour or two climbing the steep, tree-clad park 
slopes, before sauntering back home to breakfast. 

Map making is an important and practical fea- 
ture of Dr. Barger’s hobby. Chairman of the map 
committee of the PATC, he spends many an eve- 
ning charting profile graphs. He and his wife, with 
other Trail Club members, gather round a large 
table in the Barger home. They spread out map 
materials and transfer their field-trip findings to 
paper. 

In 26 surveying trips over a three-year period, Dr. 
Barger has profiled 260 miles of trail, from Harris- 
burg, Pennsylvania, to Waynesboro, Virginia—the 
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area covered by the Trail Club. Gathering informa- 
tion for a profile graph is his “Sunday hobby.” 

The graph shows the altitude of the trail and 
surrounding mountains, the angle of the slope, the 
grade of the climb, and the distance between shel- 
ters and springs. Divided into 18 sections on a strip 
45 feet long, the graph is wound on two large 
spools so that any part can be unwound and traced 
by would-be hikers interested in a particular section. 

The graph was designed by Dr. Barger to give 
the hiker a clear idea of the peaks he'll have to 
climb and the terrain he will encounter. A 2,000- 
foot mountain is far more impressive when drawn 
to scale on a profile graph than it is on an ordinary 
map. 

On week ends, Dr. Barger and his wife go on 
long hikes with members of the Trail Club, often 
serving as leaders for the younger and the less lively 
hikers. On these trips, Dr. Barger takes along an 
odd-looking contraption consisting of a single bi- 
cycle wheel fitted with a cyclometer, to measure 
distance walked. As the cyclometer ticks off each 
tenth of a mile, he pauses and goes through a fa- 
miliar ritual. He pulls out an altimeter from a 
leather case carried round his neck. Giving it a tap 
with a magnifying glass, he takes a reading, and 
records the figures on paper. Then he strides off 
another tenth-mile stretch. The information he ob- 
tains in this manner eventually finds its way to a 
profile graph. 

Any hiker who has puffed his way up one of the 
Shenandoah peaks is wasting his sympathy when 
he pities Dr. Barger’s being burdened with a bi- 
cycle wheel to push or pull up the slope. 

“The wheel’s no trouble at all,” Dr. Barger says. 
“When I'm climbing a steep slope or clambering 
over rocks, I simply let it roll along behind me. 
And when crossing a stream, I find it actually serves 
as a support.” 


‘ 


Profile graphs are only a part of the Trail Club's 
extensive map-making activities. Much of the in- 
formation accumulated by Dr. Barger for his graphs 
is transferred to the regular contour and shaded re- 
lief maps that the club publishes. 

Many of the mountainous areas explored by Dr. 
Barger on his hiking expeditions have been virgin 


territory so far as profile maps are concerned. The - 


maps are valuable not only to hikers but also to 
forest rangers and geologists. Some are officially 


recognized by the U. S. Park Service. 


Walking, Dr. Barger believes, is the best all- 
round exercise one can take. The secret of “easy” 
hiking, he declares—and he should know—is two 
pairs of very heavy socks. Even amateur hikers of 
the so-called weaker sex whose stance has been 
shifted off balance by high-heeled shoes, he says, 
should be able to finish the last lap of a long hike 
without limping, when two layers of thick socks 
form a cushion between a comfortable shoe and 
the foot. 

The best thing about hiking as a hobby, Dr. 
Barger points out, is that it’s a pastime you can 
enjoy all your life. You can have as much fun hik- 
ing alone as with a friend. Although congenial 
company adds interest, it doesn’t take two to make 
an outing. Furthermore, as all doctors agree, there 
is no better circulatory stimulant than walking. 

For long hikes, Dr. Barger prescribes salt. One 
of the common causes of muscular cramps in the 
legs of hikers is salt deficiency. To stave off fatigue, 
hikers should take their exercise with a pinch of 
salt or, if they prefer, a few salt tablets. He him- 
self, before starting a long hike, drinks a quart of 


water with a heaping teaspoonful of salt dissolved 
in it. When preparing for a tough trip, he takes 
four or five extra grams of salt a day for several 
days. 

"To stay young, keep walking,” Dr. Barger ad- 
vises. He is one doctor who takes his own prescrip- 
tion, and has benefited by it. Convinced that limber 
legs last longer, he never passes up an opportunity 
for a walk. His hobby of hiking has helped him 
to stay young. Approaching the biblical allotment of 
threescore and ten, he looks as robust as a man in 
his early fifties. He has none of the slack muscles 
and sagging paunch seen so often in men over 40 
who take their exercise in a swivel chair. Instead, 
he has the ruddy, tanned face and lean, rangy 
look of an outdoors man. 

Dr. Barger began his hiking out of sheer neces- 
sity. He was a medical missionary in the heart of 
the Belgian Congo between 1915 and 1931. Out 
there, the only way to reach native villages far 
from navigable streams was to ride on the shoulders 
of litter bearers or walk. He didn’t like to be a 
“black man’s burden,” so he walked. 

“I'm glad I did,” he says, “for I discovered many 
fascinating specimens of flora and fauna. These 
would have gone unnoticed if I'd been lolling in an 
African explorer’s litter.” 

On his treks through the thick jungle he dis- 
covered not only new tropical wonders, but the 
value of walking for exercise and pleasure. 

Dr. Barger confesses, however, that his interest 
in physical fitness dates back even earlier than his 
hikes through the Belgian Congo. As a youngster 
he became infatuated with the muscle-man, Ber- 
narr Macfadden. In those days, the wild-haired pro- 
fessor of kinestherapy was the idol of many small 
boys. His flexed biceps and brawny torso were pic- 
tured in magazines and newspapers across the 
country. 

The opulent display of oversize muscles cap- 
tured Barger’s imagination. For several years he ex- 
ercised with dumbells and swinging bars in the 
hope of duplicating Macfadden’s muscles. He also 
accepted Macfadden’s precepts, which forbade the 
use of alcohol, coffee, tea, and tobacco, and em- 
phasized the benefits of modest meals. 

Although many of Macfadden’s flamboyant ideas 
on exercise and diet as a cure for all ailments have 
not stood the scrutiny of the medical profession, 
Barger retained his belief, after studying medicine, 
that physical fitness is a worth-while goal. A tee- 
totaler and nonsmoker, he attributes his good health 
and youthful physique to sensible living, moderate 
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eating, and regular exercise. He is a striking ex- 
ample of what a daily program of hygienic living 
and outdoor exercise can do to keep a man young 
in body and spirit. 

Dr. Barger has served the sick in Washington 
during the past 15 years. He is still active in gen- 
eral practice, with physical medicine as a special 
interest. A former instructor in physical medicine 
at Georgetown University School of Medicine, he 
is well known for his work in blood irradiation. At 
present he is secretary-treasurer of the Blood Irradi- 
ation Society, which has nearly 100 members. 

Since few doctors get enough outdoor exercise, 


Dr. Barger advises his colleagues to take up walking 
as an “after hours” and week-end hobby. If golf 
is not your game, he suggests, become a week-end 
hiker. Get away from the rush and roar of the 
city and out into the mountains. Here you can 
breathe the clean air of high places: hear the whis- 
pered lullaby of the pines as you lie in a blanket 
beside the glowing embers of a campfire; dip your 
drinking cup into the icy water of a mountain 
spring; and commune with the Eternal Spirit that 
pervades all nature. There, Dr. Barger declares, 
you will find the real pleasures, which come only 
when man goes where God guides. 


“Pleased to meet you . . . but the physician is in that door!” 
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A New Mosby Book! 


Medical Treatment 


PRINCIPALS 


Modern therapy of diseases—its prevention and 
control—is fully covered by Dr. Evans and 52 
collaborators. Each contributor has written of 
actual methods which he practices—so that the 
book is entirely clinical. 

All recognized clinical entities—their diagnosis 
and treatment—are covered from the medical 
standpoint. There is very little detailed surgery, 
but treatment which includes use of a syringe 
and needle is included. 


Evans’ book is the Mosby answer to the constant 
request for TREATMENT from doctors in every 


AND THEIR APPLICATION 


specialty. Advantages for the patient are consid- 
ered throughout. In cases where a patient may be 
restored to complete health in accident or disease, 
full instructions are here. In chronic disease, 
methods to keep him in activity compatible with 
his condition are given. . 


It is indeed a thorough book—representing many 
opinions and vast knowledge—which have been 
well correlated by a very capable editor. By con- 
sensus of all collaborators it has been arranged in 
alphabetical order—but there are 66 pages of ex- 


cellent index that make it very easy to use. 


CONDENSED TABLE OF CONTENTS 


Addiction (Alcohol and Drug) 


Ear, Nose and Throat Diseases 


Parasites, Intestinal 


Allergy Endocrine Disorders Peritoneum Diseases 
Antibiotics and Sulphonamides Eye Diseases Physiotherapy 

Antigen Therapy Feet and Toes Psychiatry 

Blood Diseases Food Poisoning Psychoneurosis 

Blood Transfusion Gastroenterology Rehabilitation 

Bone Diseases Geriatrics “Rheumatism” and Allied Disorders 
Cancer Industrial Diseases ‘Skin Diseases 
Cardiovascular Diseases Infectious Diseases Thrombosis in Veins 
Central Nervous System Kidney and Urinary Tract Diseases Toxicology 

Chest Diseases Liver Diseases Tropical Diseases 
Children’s Diseases Pancreas Diseases Venereal Diseases 
Dehydration Mental Deficiency Vitamin Deficiencies 

Dental Sepsis Nuclear Physics X-Ray and Radium Therapy 
Diabetes Mellitus Nutrition Index 


Edited by GEOFFREY EVANS, M.D., F.R.C.S.P., Consulting 
Physician, St. Bartholomew's Hospital, London. With 52 Collab- 
orators. 1462 pages, illustrated. Price, $20.00. 


The C. V. Mosby Company GP 5-51 


Please send me: 


Evans MEDICAL TREATMENT ($20.00) 
—— Enclosed find check. 


—— Charge my account. 


8 3207 Washington Bivd., St. Lovis 3, Mo. 

Name 

Address. 
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Che Practitioner’s Bookshelf 


Regional Orthopedic Surgery. By Paul C. Colonna, M.D., 
Professor of Orthopedic Surgery, University of Penn- 
sylvania Medical School. Pp. 706, with 474 figs. Price, 
$11.50. W. B. Saunders Company, Philadelphia, 1950. 
The author of this book is an outstanding ortho- 

pedic man of a very large clinical knowledge and ex- 
perience, who has made his work quite readable to 
all medical men. The reader is first introduced to the 
physiology of bone, including fracture healing. The 
method of examining the mechanical framework is 
touched upon briefly and the muscle function and 
joint motion charts are excellent. 

The general pathology of bones and joints, includ- 
ing infections, affections, and injuries, is next dis- 
cussed. Musculoskeletal disorders are well considered 
on a regional basis, together with applied anatomy. 
The meat of this book lies in its excellent coverage of 
disabilities of an orthopedic nature on this regional 
basis, particularly from a diagnostic viewpoint. The 
doctor needs only to turn to the page covering the 
area in which his patient’s disorder exists to find the 
differential diagnosis well described. 

Generally, treatment is briefly and concisely cov- 
ered. Conservative therapy is presented, undoubtedly 
purposely, to a better advantage than operative treat- 
ment. The photographs and diagrams are excellent. 
However, some of the photographs of x-ray negatives 
could be improved upon. 

Orthopedic apparatus, including plaster, splints, and 
braces, is well illustrated and described. The contents 
of the chapter on physical medicine and rehabilitation 
are important. 

High points of the book are: (1) general pathology 
of orthopedic disorders, (2) regional diagnosis, and 
(3) physical medicine. 

—Haro.p V. Zuser, M.D. 


Pharmacological Basis of Penicillin Therapy. By Karl 
H. Meyer, Ph.D., M.D., F.A.C.P., Director Pharmaco- 
logical Research, Sharp & Dohme, Inc., Glenolden, Pa. 
Pp. 214. Price, $4.50. Charles C Thomas, Spring- 
field, Ill., 1950. 


The purpose of this monograph on penicillin is to 


present in a concise form the pharmacologic back- 
ground that has formed the basis of modern penicil- 
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lin therapy. The first two chapters of the book discuss 
the absorption, distribution, excretion, and inactiva- 
tion of penicillin. In addition, the various dosage forms 
of penicillin are discussed in a general way. The fourth 
chapter is devoted to an elaborate discussion of the 
various repository penicillin preparations. Chapters 5, 
6, and 7 embrace the subject of renal elimination of 
penicillin. A detailed consideration is given to the en- 
zyimologic basis for the action of carinamide in which 
the author of the monograph has had special experience. 
An addendum attached to the monograph considers the 
more recently introduced compound, Benemid. The 
unique pharmacologic properties of Benemid have been 
investigated by the author and his associates. Benemid 
inhibits, reversibly, the ability of the organism to de- 
stroy a number of therapeutic agents by conjugation, 
such as para-aminobenzoic acid and _para-aminosali- 
cylic acid. Each chapter has appended to it numerous 
cogent references to the subject matter. Of special in- 
terest is the summary preceding each chapter, which 
provides an adequate synopsis of the material to be 
presented. 

Chapter 3 is worthy of special commendation. In it 
the author develops the mode of action of penicillin 
against various penicillin susceptible organisms. The 
approach of this subject is an historical one and a re- 
view of the various theories regarding the mechanism 
of action is given. The effect of penicillin in blocking 
the assimilation of glutamic acid as set forth by Gale 
and his associates is discussed in great detail and with 
unusual clarity. 

The author has presented a broad philosophic dis- 
cussion of the role of penicillin in the control of in- 
fectious diseases. In this discussion he calls attention 
to the fact that the animal body has apparently set 
up barriers to the admission of this useful agent into 
the animal metabolic processes. In addition, the animal 
body has employed its most effective means to rid 
itself of the antibiotic penicillin once it has gained 
entrance to the animal host. He points out that at the 
same time the invading plant parasite is particularly 
susceptible and vulnerable to the action of penicillin. 
Owing to these facts and the lack of toxicity of peni- 
cillin to the animal host, within a period of less than 
a decade this antibiotic has produced revolutionary 
changes in the treatment of infectious diseases. Some 
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TWIN-BARB* is a layered tablet combining two 
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lihood of “hangover” symptoms 


TWIN-BARB is supplied in bottles of 
100 and 1,000 round, blue tablets; also avail- 
able as reduced-strength, oblong, gray tablets. 
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concept of the relative emphasis that the medical pro- 
fession has placed on antibiotic therapy may be gained 
from the fact that in 1948 the combined sales of peni- 
cillin and streptomycin were more than 60 per cent of 
the total dollar sales of medicinals, and penicillin is not 
an expensive drug. It appears that never before has 
any single medicinal agent made a more marked im- 
pression in so short a time on the medical profession. 

The style of the author is clear and concise, the 
statements are well documented, and the purpose of 
the writing of the monograph set forth by the author 
appears to have been adequately fulfilled. 

—Joun C. Krantz, Jr., M.D. 


Principles and Practice of Surgery. By Jacob K. Berman, 
M.D. Pp. 1,378. Price, $15.00. The C. V. Mosby Com- 
pany, St. Louis, 1950. 


This text deals mainly with the fundamental prin- 
ciples of surgery, and was not intended as a mono- 
graph on every surgical specialty. However, some sur- 
gical techniques are discussed. As Berman says, a good 
surgical specialist must first be a good general surgeon. 
For information on the more highly technical branches 
of surgery, Berman turned to competent specialists. 
In the first part of the book he takes up the responses 
of tissues to injury, both locally and generally. He dis- 
cusses reactions of tissues and organs to trauma of un- 
known origin. In Part V he takes up the surgery of the 
several systems. 

When dealing with so large a book, it is hard to say 
how good it is without studying some of the parts in 
which the reviewer is somewhat of an expert. One 
thing is obvious and that is that Berman has done a 
tremendous job, and has supplied an enormous amount 
of information. He has also supplied many references 
at the end of each chapter. 

—Watter C. Atvarez, M.D. 


Physical Examination in Health and Disease. By Rudolph 
H. Kampmeier, M.D. Pp. 800, with 550 illus. Price, 
$8.00. F. A. Davis Company, Philadelphia, 1950. 
The author, an associate professor of medicine, Van- 

derbilt University School of Medicine, wrote this study 
of physical diagnosis purportedly as an aid to the 
medical student. Quoting from the author's preface, 
it is “a book whose subject matter deals with training 
the novice in objective technics. . . .” 

The organization of the book is a novel attempt only 
in one particular. The author has tried to go through 
the body by systems, each system covered by a chapter 
presenting the technique of examination and a descrip- 
tion of the “normal,” followed by a chapter on the 
physical examination of the same system in disease. 

The book is too wordy. The illustrations are fre- 
quently confusing because of an unfortunate use of 
“stippling out” of one or both eyes in an effort to dis- 
guise the identity of the subject. The result can be 
confusing to the reader because the odd appearance of 
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the subject’s eyes tends to draw the attention away 
from the lesion which is the purpose of the illustration. 
As a text on physical examination, this book does 
not offer too much more than has already been covered 
in existing texts. —Merritt Suaw, M.D. 


Thomas W. Salmon Psychiatrist. By Earl D. Bond, M.D. 
Pp. 237. Price, $3.00. W. W. Norton & Company, 
Inc., New York, 1950. 


It is too bad this story of a significant life could 
not have come from the pen of Salmon himself. His 
gift for lucid expression was considerably greater than 
that of his biographer. This is demonstrated in the 
ten most readable pages in the book. They are in- 
cluded in Chapter IV, a vivid description of a county 
poor farm written by Dr. Salmon in 1917. 

Thomas Salmon became a psychiatrist rather by ac- 
cident and eventually became a great crusader for 
psychiatric reform. The story of his life is the story 
of a character that grew as he saw barbaric care of 
mental patients and fought fearlessly for improvement. 
Five years after he first became interested in psychia- 
try he was named chief of that service for the AEF. 
He saw at once the necessity for prompt treatment of 
war neuroses and urged front line facilities for them. 
It is almost startling to read that it was Salmon who 
first recognized the need for immediate treatment and 
prompt return to duty for these casualties. 

After World War I, Salmon returned to the U. S. 
to become a leader in mental hygiene work, a teacher 
of psychiatry, a practicing psychiatrist, but above all, 
a crusader for psychiatric reform. His life is worth 
studying for we have not yet learned all that he tried 
to teach. —Hersert L. Hartcey, M.D. 


Pathologic Physiology: Mechanisms of Disease. Edited 
by William Sodeman, M.D. Pp. 808. Price, $11.50. 
W. B. Saunders Company, Philadelphia, 1950. 


The several chapters in this learned book were writ- 
ten by some 25 of the leading teachers of medicine in 
the United States. They approach the problems of 
disease in the field of internal medicine from the 
standpoint of disturbed physiology. Here one finds 
analyzed many symptoms and signs, and the mechan- 
isms by which they were developed. This is not a 
standard textbook of medicine, but one that tries to 
bridge the gap between a text on medicine and a text 
on physiology. 

A book like this can have great value, and it should 
be read widely. The wisest and ablest physician is 
generally the one who thinks physiologically, and who 
thinks of disease not as a name for a syndrome but as 
a set of functions which have been disturbed. Knowing 
perhaps how they have been disturbed, he can try 
through treatment to restore them to normal. This is a 
book for all thoughtful physicians who are trying to 
think and educate themselves. 

—Watter C. Atvarez, M.D. 
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Arthralgen relieves pain and increases blood flow to the affected 


parts in rheumatic and musculoskeletal conditions. 


FORMULA: Arthralgen—arthralgesic un- 
guent—combines the potent vasodilator 
methacholine chloride 0.25%, the rube- 
facients thymol 1%, menthol 10%, and FOR 


® 
the analgesic methyl salicylate 15%, in a 
base. 
RELIEF 


Unlike histamine, Arthralgen dilates both ARTHRALGESIC UNGUENT 


arterioles and capillaries and does not 1-OZ. COLLAPSIBLE TUBES AND '%2-LB. JARS 7 
produce itching, wheals or lowered blood 
pressure. 


TYPICAL INDICATIONS: Arthralgia, my- 
algia, neuralgia, neuritis, bursitis, sci- 
atica, lumbago, myositis, sprains, synovitis. 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
is indicated... 


e g In fractures and osteoporosis in either sex to promote 
*&* bone development, tissue growth, and repair. 


e. g. In the female climacteric in certain selected cases. 


e g In dysmenorrhea in an attempt to suppress ovulation on 
*S* the basis that anovulatory bleeding is usually painless. 


e g In the male climacteric to reduce 
*S* follicle-stimulating hormone levels. 
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when administered concomitantly. Thus certain 

properties of either sex hormone may be employed 

in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 

form expressed as sodium estrone sulfate, 

together with methyltestosterone. 
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The Physiological Basis for Oxygen Therapy. By Julius 
H. Comroe, Jr., M.D., and Robert D. Dripps, M.D. Pp. 
85. Price, $2.00. Charles C Thomas, Springfield, Illi- 
nois, 1950. 


This volume of the American Lecture Series, as its 
title implies, reviews the fundamental aspects of the 
behavior of oxygen in the body including indications 
of its therapeutic use, and is not concerned with prac- 
tical considerations of oxygen administration. The sub- 
ject is authoritatively treated under four main head- 
ings. The first section is an analysis of the effects of 
the inhalation of increased amounts of oxygen on 
various functions in normal man. It includes the im- 
portant basic considerations regarding oxygen satura- 
tion and its influence on the content available to the 
tissues. The influence of oxygen on the elimination of 
nitrogen, the transport of ~arbon dioxide and the 
changes in breathing, circulation, and blood are con- 
cisely presented. The next section is concerned with 
the various types of anoxia. These are clearly differ- 
entiated and classified according to etiology. For each, 
the symptoms as well as the rationale for oxygen ther- 
apy are described. The third section deals with the 
use of oxygen in conditions unrelated to anoxia, in- 
cluding the elimination of nitrogen, the treatment of 
anaerobic infections, and the relief of migraine head- 
ache. The final section entitled, “Possibilities of harm 
from the inhalation of oxygen,” describes the various 
physiologic responses which follow the inhalation of 
increased amounts of oxygen and which may represent 
undesired side actions, and closes with a description of 
the toxic effects resulting from the prolonged inhala- 
tion of high concentrations. 

In the small span of 75 pages of text material, the 
volume presents, in notably readable form, the basic 
information needed by the anesthetist and others con- 
cerned with oxygen therapy. All statements are ade- 
quately documented with supporting evidence and 
reference is made to a bibliography of 112 publica- 
tions. —McKEEnN CatrTeEtt, M.D. 


Practice of Medicine. By Jonathan Campbell Meakins, 
C. B.E., M.D., LL.D., D. Sc. Pp. 1,558. Cloth. Price, 
$13.50. The C. V. Mosby Company, St. Louis, 1950. 


Here is the 5th edition of one of the few remain- 
ing textbooks of medicine written almost entirely by a 
single author. Although a few of the sections have 
been contributed by co-authors, the rest of the ma- 
terial is Meakins’ own. The book therefore reflects a 
long, rich personal experience which is put across with 
a direct, interesting style. It is well printed and con- 
tains a large number of valuable illustrations. 

Almost all textbooks of such broad scope are some- 
what outmoded when they reach the reader, mainly 
because of the lag between preparation and publica- 
tion. Meakins’ Practice seems to have suffered exces- 
sively from this delay. 
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In addition, the impression is obtained that the 
author is disinclined to discuss some newer concepts 
or to give them the emphasis which they seem to de- 
serve. Examples of such omission include anticoagulant 
therapy, hypersplenism as an inclusive concept, main- 
tenance treatment of heart failure with mercurial di- 
uretics, and the rationales for the surgical procedures 
used in the repair of congenital cardiovascular defects. 

Perhaps the author omits such material because he 
has seen so many medical “promises” fade during the 
test of longer experience. However, in view of the fact 
that a book of this kind is revised rather frequently, 
it would have greater value to students and physicians 
in practice if it were more timely, with the understand- 
ing that an opportunity for deletion comes along every 
4 or 5 years. —Hucu H. Hussey, M.D. 


The Diagnosis and Treatment of Endocrine Disorders in 
Childhood and Adolescence. By Lawson Wilkins, M.D., 
Associate Professor of Pediatrics, The Johns Hopkins 
Hospital, Baltimore, Maryland. Pp. 408, with 411 illus. 
Price, $12.50. Charles C Thomas, Springfield, IIl., 
1950. 


Endocrine disorders, with the exception of diabetes 
mellitus, are encountered only rarely by the general 
practitioner and pediatrician in their daily practice. 
However, many abnormalities in growth, metabolism, 
and sexual development are not infrequently encoun- 
tered. The significance and treatment of these abnor- 
malities, which, for the most part, are attributed er- 
roneously to endocrine disturbances, constitute prob- 
lems which receive little attention in the average text- 
book. Dr. Wilkins for many years has devoted himself 
to the study of the endocrine disorders of childhood, 
as encountered in the Harriet Lane Home of the Johns 
Hopkins Hospital as well as in his private practice, 
and has carried out basic clinical researches in this 
field. He is, therefore, eminently equipped to write 
authoritatively on this subject. The present monograph 
covers the field admirably. It not only describes the 
newer diagnostic methods used in establishing the basic 
disorder responsible for such manifestations as sexual 
abnormalities, disturbances in growth, etc., but also 
emphasizes the developmental defects which are so 
commonly mistaken for true endocrinopathies. This 
sound and scientific approach to the subject is rendered 
most palatable to the reader by the liberal use of photo- 
graphs originally arranged as exhibits at the Fifth In- 
ternational Congress of Pediatrics. In the reviewer's 
opinion, this monograph is unique in its complete and 
authoritative coverage of the subject and, although too 
specialized perhaps for the general practitioner, can be 
recommended without reservation for all interested in 
endocrinology and the disorders which mimic endo- 
crine disease. The publisher is also to be commended 
for making available a book that is a credit to the 
publisher’s art. —Artuur Grotiman, M.D. 
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THE CYCLOPEDIA MEDICINE 


SURGERY, SPECIALTIES 
NEW LOOSELEAF EDITION 


The Constantly Modern Library of Monographs 
By 800 Distinguished Authors 
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Alton Ochsner 
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Eyes and Industry. By Hedwig S. Kuhn, M.D. Pp. 378. 
Price, $8.50. 2nd Ed. The C. V. Mosby Company, St. 
Louis, 1950. 


This book would seem to be a must for every plant 
physician and certainly for every ophthalmologist who 
has to deal with large numbers of industrial workers. 
The book is filled with wonderful illustrations which 
show how people work and how they get into trouble. 
There is a fine chapter on the testing of vision of 
people who are going to work in industry. There is a 
chapter on the use of the blind in industry. There are 
wonderful chapters on the use of goggles for the pro- 
tection of the eyes of workers. All in all, this is a 
splendid book, and one that many general practitioners 
will enjoy reading. —Watrer C. Atvarez, M.D. 


Renal Diseases. By E. T. Bell, M.D. Pp. 448. Price, 
$8.00. 2nd Ed. Lea & Febiger, Philadelphia, 1950. 


As many physicians know, Bell is one of the great 
pathologists of the United States. In preparing this 
second edition he has had the advantage of informa- 
tion gained from 1,800 more autopsies. He has always 
been particularly interested in disease of the kidneys, 
and this book is the result of studies carried out for 
25 vears and more. There is much on the relation of 
kidney disease to hypertension. There are also good 
discussions of the toxemias of pregnancy, and the 
renal lesions of diabetes. Every effort has been made 
to correlate the lesions in the kidneys with the symp- 
toms. 

Every physician who hopes to know anything about 


the kidneys should own this splendid monograph. 
Every internist in the world is indebted to Bell for 
the work he has done in this field. 

—Wa ter C. Atvarez, M.D. 


Surgery of the Eye: Injuries. By Alston Callahan, B.A., 
M.S., M.D. Pp. 240. Price, $11.50. Charles C Thomas, 
Springfield, Ill., 1950. 


This book is a compendium of the numerous types 
of injuries that involve the eye and adnexa with spe- 
cial reference to their management and repair. Al- 
though the author refers freely to the material and 
methods of other outstanding ophthalmic surgeons the 
majority of the text is drawn from his own vast experi- 
ence with war casualties, and civilian and industrial 
injuries. The author has had an opportunity to follow 
the medical progress of some of his patients for more 
than five years, which has enabled him better to judge 
the long-term results as well as the short-term effects 
of the several surgical procedures. Most emphasis is 
placed on those procedures which seem most practical 
and which produce the best results. 

The book is well written. There are 367 good illus- 
trations (20 in color). 

Because of the subject matter the book will have its 
greatest appeal to ophthalmologists and plastic sur- 
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geons. However, the three chapters dealing with the 
management of injuries, lacerations, and burns of the 
various structures of the eye as well as the handling 
of corneal and intraocular foreign bodies will be ot 
great interest to the general practitioner who has oc- 
casion to carry out emergency ophthalmic treatment. 
—Joun W. Henverson, M.D. 


A Text-Book of X-Ray Diagnosis by British Authors in 
Four Volumes. Edited by S. Cochrane Shanks, M.D., 
F.R.C.P., F.F.R., Director, X-Ray Diagnostic Depart- 
ment, University College Hospital, London, and Peter 
Kerley, M.D., F.R.C.P., D.M.R.E., Director, X-Ray 
Depart:nent, Westminster Hospital, Radiologist, Royal 
Chest Hospital, London. Pp. 830, with 694 illus. Cloth. 
Price, $18.00. Vol. III. W. B. Saunders Company, Phil- 
adelphia, 1950. 


The previous edition of this series was written as 
an aid to both the radiologist and clinician with co- 
ordination of the radiologic, clinical, and pathologic 
aspects of each disorder. This plan has been continued 
in the new edition. Expansion of the material in the 
revision has required rearrangement into four volumes 
on a regional basis. Volume Four issued previously 
discussed the bones and joints. This volume concerns 
the abdomen. Volumes One and Two discussing the 
head and neck and the chest have not yet been re- 
leased. 

Part One of Volume III deals with the alimentary 
tract, discussing in order, the salivary glands, the phar- 
ynx and esophagus, stomach, duodenum and dia- 
phragm, small intestine, appendix and large intestine, 
and the alimentary tract in infants and children. Part 
Two deals with the biliary tract. Part Three discusses 
the liver, spleen, adrenals, and pancreas. Part Four 
deals with the use of radiology in obstetrics discussing 
prenatal study of the fetus and pelvis with numerous 
methods of studying the fetal-pelvic proportions, de- 
termination of the placental site, and examination of 
the urinary tract during pregnancy. Part Five is a dis- 
cussion of gynecologic radiology regarding hysterosal- 
pingography and the influence of gynecologic tumors 
and disorders of the urinary tract. The sixth and last 
part deals with the urinary tract discussing develop- 
mental abnormalities, infections, neoplasms, and cal- 
culi. 

A description of the normal anatomy and _physiol- 
ogy, methods of radiologic examination, and_radio- 
graphic appearance of the normal and its variations pre- 
cedes each section. The discussion of abnormalities 
includes co-ordination of pathologic changes, disturbed 
physiology, and clinical findings with the changes: in 
the radiologic findings. This results in a well-rounded 
discussion of each disorder. 

In criticism, the illustrating radiograms, although of 
good quality, would be of more value if the negative 
prints were used. Those of the alimentary tract are not 
so disturbing, however, if one is accustomed to that 
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mended by Jolliffe. (Jolliffe, Tisdall 
& Cannon: Clinical Nutrition, New 
York, Hoeber, 1950, p.634.) 


~— 


THERAGRAN supplies all of the vita- 
mins indicated in mixed vitamin 
therapy in the carefully balanced, high 
dosages needed for fast recovery from 
mixed deficiencies. 


Each Theragran Capsule contains: 


25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine Hydrochloride 
Riboflavin 
Niacinamide 
Ascorbic Acid 


Bottles of 30, 100 and 1000 
Thiamine content raised to 10 mg. 


When you want truly therapeutic dosages specify... 


THERAGRAN 


for therapy... 


and correct the patient’s diet 


SQuiBB 


image on the fluoroscopic screen. The illustrations and 
diagrams demonstrate the lesions under discussion very 
well except for the above difficulty. Each field is dis- 
cussed by competent authorities and the style of writ- 
ing is readable without verbosity. 

—G. M. Tice, M.D. 


Freud. Dictionary of Psychoanalysis. Edited by Nandor 
Fodor and Frank Gaynor. Pp. 208. Price, $4.75. Philo- 
sophical Library, New York, 1950. 


This will be a very useful book to all of those who 
want to understand the weird speech and writings of 
the psychoanalysts. The authors have done very wisely 
in quoting directly from the 15 volumes of Freud’s 
writings. As they say, his disciples have often twisted 
things around so much that Freud, if he were alive 
today, would hardly recognize his own ideas. But even 
the statements of Freud himself are astounding enough 
to the uninitiated and the unbeliever. For instance, 
opening to page 19, we read that “A man child com- 
monly suffers from anxiety lest his father rob him of 
his male member, and so castration anxiety is one of 
the strongest influences on the development of his 
character and decisive for his sexual tendencies later!” 
A prominent physician who has spent most of his 
lifetime talking to mentally disturbed patients says he 
never ran onto a castration fear. But the reports of 
psychoanalysts are full of it. 

Freud went on to say that those curious psychopaths 
who snip a bit of clothing or hair from a passing 
woman, “without knowing it play the part of persons 
who perform the act of castration of the female geni- 
tals.” If any little boy were to keep talking like this, 
we strongly suspect that his well brought-up mother 
would wash out his mouth with soap! 

—Wa C. Atvarez, M.D. 


Before You Marry. 101 Questions To Ask Yourself. By 
Sylvanus M. Duvall, Ph.D. Pp. 171. Association Press, 
New York, 1950. 


In the preface of the book Mrs. Duvall says that 
when she and Dr. Duvall were married, they had 
been working together teaching a class of engaged 
couples at a church. “When I saw how much his 
gentle humor and rich store of wisdom meant to those 
young adults, I wanted many others to share what 
this husband of mine had to give. Furthermore I was 
so impressed with the eagerness of young people to 
prepare themselves for marriage that I shifted my own 
professional interest to this field.” 

As one would expect from a man who has had so 
much experience, the book is good and it is full of 
excellent ideas. For instance, opening to page 11, we 
find splendid advice to the woman who had been 
jilted and who is now inclined to marry any other 
man largely to show her friends that she can get an- 
other. Usually this is a mighty poor basis for a mar- 
riage and the woman lives to regret her folly. A good 
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question is, how eager are you “just to get married?” 
How many physicians know women who are so eager 
to get away from an unhappy home or so eager to 
marry as all their friends are doing that they will take 
almost anyone who will ask them. 

On page 110 there is the wonderfully good advice 
for a man or a woman to listen to what others say 
about the character of the person who is being thought 
of as a possible spouse. So often a very attractive per- 
son is a very bad one to marry. A man may be a gay 
scalawag who has been living off of other women, who 
never did an honest day’s work in his life, and who 
never will. Similarly a beautiful woman may be sex- 
ually loose. She may be a devil for 5 days out of each 
month and she may wreck a husband’s life. 

This is a splendid book and one that ought to be 
in the hands of many a man or woman who is think- 
ing of getting married. Would that he or she would 
read it through and take the advice to heart. 
—WattTeER C. Atvarez, M.D. 


The Antihistamines. By Samuel M. Feinberg, M.D., Saul 
Malkiel, Ph.D., and Alan R. Feinberg, M.D. Pp. 291. 
The Year Book Publishers, Inc., Chicago, 1950. 


This is a splendid little book that many physicians 
would like to slip into their overcoat pocket. Feinberg 
is an expert on allergy, and he and his colleagues have 
gone into this subject of antihistaminics with great 
care. They have a splendid chapter on histamine and an- 
other one on the chemistry of the antihistamines. They 
have a chapter on the pharmacology of these drugs, an- 
other on experimental hypersensitiveness, and others 
on toxic effects, administration, dosage, etc. There is a 
splendid bibliography. 

Beginning on page 151 is a good discussion on the 
research that has been done to see if the antihistamines 
have any influence on colds. The authors conclude 
that the only action of these drugs on the common 
cold is to reduce some of the secretion and perhaps the 
sneezing. Large doses are needed, and even then the 
good effect is obtainable only in a few patients. 

Apparently the antihistamines are not of proved 
value in cases of gastrointestinal allergy. Our congratu- 
lations go to Drs. Feinberg and Malkiel for a most 
helpful book. —Watter C. Atvarez, M.D. 


Marriage Analysis. Foundations for Successful Family 
Life. By Harold T. Christensen, Ph.D. Pp. 510. Price, 
$4.50. The Ronald Press Company, New York, 1950. 


This is a well-written and planned book on the 
subject of achieving better marriages. Professor Chris- 
tensen has evidently had a lot of experience, and he 
thinks clearly and well. This book would be an excel- 
lent one to put in the hands of either young people 
who are planning to marry or people who are married 
and are having difficulties. It is one of the best books 
that we have seen in this field. 


—Watter C. Atvarez, M.D. 
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plied in food.” (Spies and Butt in 
Duncan: Diseases of Metabolism, 
ed. 2, Phila., Saunders, 1947, p.495) 
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Nutritional balance studies have demonstrated that calcium 
and phosphorus requirements are considerably increased dur- 
ing pregnancy and lactation.’ The needs of the child must be 
met und at the same time positive calcium balance maintained 
in the mother’s body. Inadequate supply of calcium results 
in excessive calcium withdrawal from the bony structures. 
Calcium supplied by the bones to the blood is not redeposited 
but is excreted, even in instances of great drain as in preg- 
nancy and lactation.* 


The Body’s Calcium Requirements 

The optimal daily intake of wtilizable calcium is shown by 
the adjoining chart for the various periods of life. 
Deficiency in a “Good” Diet 


A number of factors influence calcium absorption.** The 
most important points are tabulated below. 


Various of these factors greatly limit the utilization of cal- 
cium from foodstuffs.” For instance: 1.) alkaline reaction 
of intestinal contents following a meal; 2.) formation of 
unabsorbable calcium salts by excessive fats and oxalic acid 
present in foods; 3.) high phosphorus content of vegeta- 
bles, milk and egg yolk may cause interference. 


Consequently, even a diet which includes more than the 
average amount of high-calcium foods does not guarantee 
the calcium intake required during periods of increased 
demand. 


A Problem of Supply and Demand 
During Pregnancy and Lactation 


Intestinal Absorption of Calcium 


gluconogalacto-gluconate best fills the qualifications desired 
for oral calcium therapy: 

High solubility for good absorption (27.5% solubility — 

9 times that of ordinary gluconate). 

Good g.-i. toleration and inviting palatability 


High calcium content (provides high dose in convenient 
dosage volume). 


BIRTH TO 3 YRS. OLD: 1.0GM} 


2 4 6 8 1.0 12 14 16 #18 20 


Total Daily Calcium Requirement in Gms. 


Based on a report of the Food and Nutrition Committee of the National 
Research Council, 


(A Desk Reference Card giving data on Daily Calcium 
Requirements and Dosage for Dietary Supplementation 
available on request. ) 


FAVORED BY 


HINDERED BY 


. High solubility of the ingested 
calcium compound. 


2. Acid reaction in the small 
intestine 


. Low solubility of the 
compound ingested. 


2. Alkalinity of small in- 
testinal content. 


. Optimal Calcium: 
Phosphorus intake ratio 
(2:1 is best). 


3. Oxalic acid present in 
certain vegetables. 


. Adequate intake of vitamin D; 
optimum intake aids Ca ab- 
sorption and bone formation. 


4. Excessive intake of 
phosphates and undigest- 
ible fats. 


. Adequate flow of bile. 


. Deficiency of vitamin D 
intake. 


Calcium Supplementation of the Diet 

Because of the uncertainty of the dietary supply, it is neces- 
sary to supplement the diet with a readily absorbable calcium 
salt. Phosphates have been used but are not fully satisfactory 
because the calcium and phosphorus “. . . arrive in the in- 
testine at the same time and are for the most part unab- 
sorbed."° The gluconate salts of calcium have been most 
satisfactory; the highly soluble double gluconate, calcium 


1. JEGHERS, H.: New England J. Med. 225: 687, 1941. 2, CORNELL, N., 
et al.: J. Bone & Joint Surg. 21: 40, 1939. 3. YOUMANS, J.: J. A. M. A. 
143: 1252, 1950. 4. STEARNS, G.: J. A. M. A. 142: 478, 1950. 5. 
BERNHEIM, A.: M. Woman's J. (March) 1937. 6.°Dispensatory of U. S. A., 
ed. 24, Phila., Lippincott Co., 1947, p. 188. 


A Desk Reference Chart bearing Calcium Requirement graph and data on 
Dietary Supplementation is yours for the asking; write to: 


Neo-Calglucon is available in a syrup preparation. One tea- 
spoonful of Syrup Neo-Calglucon® is equivalent in calcium 
ion content to approximately 20 grs. of ordinary calcium 
gluconate. 


Dosage: 1 tablespoonful two or three times daily. 
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Dr. Leslie Vasconcellos, President of H.T.A.G.P., receives 
charter from Dr. Wm. Buecheler, Director, acting for 
President J. P. Sanders. 


Some fifty island physicians plus more than 75 visit- 
ing Academy members from the mainland were 
present when the Hawaiian Territorial Chapter 
presented a one-day clinical meeting in Honolulu 
on April 2. 


p Academy Reports and News 


HAWAIIAN CHAPTER HOLDS SCIENTIFIC MEETING 


Charter Banquet in Honolulu, April 2, at Lau Yee Chai’s Restaurant. Left to right: Mrs. Stanley R. Truman, Dr. 
Stanley R. Truman, Past President of the A.A.G.P., Dr. Leslie Vasconcellos, President of the Hawaiian Territorial 


Following is the program: Dr. Marquis E. 
Stevens, “Some Practical Aspects of Psychosomatic 
Medicine”; Dr. E. F. Cushnie, “Normal Spontane- 
ous Delivery”; Dr. William M. Walsh, “ACTH in 
the Stevens-Johnson Syndrome”; Dr. Edwin K. 
Chung-Hoon, “The Mimicry of Leprosy.” Slides 
and comments; Dr. Nils P. Larsen, “The Art of 
Medicine in Ancient Hawaii.” Slides and comments. 

On the following day the entire party of visitors 
and their wives attended a beautiful tea with 
oriental entertainment. At a banquet where exotic 
island food was served, the official charter of the 
chapter was presented to Dr. A. L. Vasconcellos, 
chapter president, by Dr. W. A. Buecheler, director, 
who represented President J. P. Sanders. Addresses 
were presented by Mr. Mac F. Cahal and Dr. 
Stanley R. Truman. Greetings were extended on 
behalf of the local chapter by Dr. William M. 
Walsh and Dr. John W. Devereux. Dr. Devereux, 
incidentally, was elected president of the Honolulu 
County Medical Society the following week. 

With the granting of the charter, 87 members 
of the Honolulu Society of General Practice affili- 
ated with the American Academy of General Prac- 
tice, and the former organization was dissolved. 

On April 4 the visiting physicians made a tour 
of Tripler Army Hospital as the guests of Major 
Maxwell D. Boyd, Academy member and secretary 
of the Hawaiian chapter. On the same day thev 
visited the Hale Mohalu Leprosarium. 


Chapter, Miss Francis Buecheler, Dr. Wm. M. Walsh, Vice-President of H.T.A.G.P., and Toastmaster for the banquet, 
Dr. William Buecheler, Director of the A.A.G.P., Mrs. Mac F. Cahal, Dr. Maxwell D. Boyd, Mrs. John Devereux, 


Dr. Walter M. Ozawa, Director of H.T.A.G.P. (Honolulu Star-Bulletin photos.) 
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ethyl acetate 
new, safer. oral anticoagulant 


Throughout the exhaustive studies on TROMEXAN, involving many hundreds of cases, 
this new anticoagulant has proved singularly free from the dangers of hemorrhagic 


complication. Other advantageous clinical features of TROMEXAN are: 


1 more rapid therapeutic response 
(therapeutic prothrombin level in 18-24 hours) ; 


2 smooth, even maintenance of prothrombin level 


within therapeutic limits; 


3 more rapid return to normal 


(24-48 hours) after cessation of administration. 


In medical and surgical practice . . . as a prophylactic as well as a therapeutic agent . . 


TROMEXAN extends the scope of anticoagulant treatment by reducing its hazards. 


Detailed Brochure Sent on Request. 


TROMEXAN (brand of ethyl biscoumacetate) : available as uncoated scored tablets, 
300 mg.. bottles of 50 and 250. 


P| GEIGY COMPANY, INC. 
Igy Pharmaceutical Division, 89-91 Barclay St., New York 8, N. Y. 
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The officers of the Hawaiian Territorial Chapter 
are: President, Arthur Leslie Vasconcellos; first 
Vice-President, Samuel Rossiter Wallis; Secretary, 
John William Devereux; Treasurer, Martin Her- 
man Lichter; Executive Secretary, Maxwell Del- 
more Boyd; Vice-President for Oahu, William M. 
Walsh; Director for Oahu, Walter M. Ozawa; 
Vice-President for Hawaii, Archie Orenstein; Di- 
rector for Hawaii, Walter James Seymour; Vice- 


President and Director for Maui, Ransom John 
McArthur; Director for Kauai, William Walter 
Goodhue. 

Approximately 75 Academy members attended 
the Honolulu meeting following the Annual Assem- 
bly in San Francisco. They will long remember the 
generous hospitality of the local members who 
helped make the visit to their beautiful island a 


pleasant and profitable experience. 


BUILDING FUND DISPLAY FEATURED AT ASSEMBLY 


A spEcIAL ExHiBIT of the Permanent Building 
Committee, prepared at National Headquarters 
under the direction of Dr. John R. Fowler 
(Mass.), Committee Chairman, attracted a great 
deal of attention at the San Francisco Assembly. 
The display was under the supervision of Dr. H. T. 
Jackson (Texas) and was manned throughout the 
lecture sessions by other members of the national 
committee and by building committee chairmen 
from the various states. 

In addition to showing floor plans and an 
original water color painting of the architect's 
conception of this proposed National Headquarters 
Building, the exhibit demonstrated pictorially the 
increase in floor space, number of employees and 
annual rental since the first Headquarters office 
was set up in Kansas City three vears ago. It also 
pictured the progressive increase in Academy 
membership and_ indicated the proportionate 
demands for service being placed on the Head- 
quarters organization. A projection of each set of 
figures to a 1955 estimate demonstrated dramatically 
the Academy's need for its own building. 

Members attending the San Francisco meeting 
saw for the first time the “Three-Year Pledge 
Cards” which the various state committees will be 


sending out for signatures during the coming 
months. The indefatigable Dr. Fowler was in 
constant attendance, helping state chairmen lay 
out plans for putting the contribution campaign 
into high gear from coast to coast. 

In the meantime, results from early state 
campaigns continue to pile up. During March, 
contributions to a total of $2,512.50 were received 
—the biggest month to date. Michigan took the 
lead with $330, lowa was second with $280, and 
Oklahoma’s $250 won the Sooner State third 
place. Kentucky, Louisiana, Texas, and Virginia 
all marked up $200 or more, while Indiana, 
Maryland, Missouri, and South Carolina were in 
the $100 bracket. Scattered checks were also 
received from California, Colorado, Florida, New 
Hampshire, New Jersey, Pennsylvania, Rhode 
Island, Utah, and West Virginia. Massachusetts 
still leads for the campaign to date, with a grand 
total of $1,125, while Louisiana holds second on a 
count of $895. 

The Board of Directors has demonstrated its 
realization of the Academy's need for its own 
permanent building, by transferring $20,000 from 
the General Treasury's reserves to the Permanent 


Building Fund. 
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SALICYLATE 
Therapeutic Standby 


PARA-AMINOBENZOIC 


ACID For Salicylate- 
Potentiating Effect 


VITAMIN 
Capillary Protectant in Arthritis 


NEOCYLATE 


TRADEMARK 


EN TAB S&S 


FEATURES: 


Provides adequate doses of salicylate, long a mainstay 
in therapy of arthritis and rheumatic fever 

PABA enhances salicylate action, facilitating attainment 
of higher salicylate blood levels 

PABA itself exerts synergistic antipyretic action, in- 
creases feeling of well-being 

VITAMIN C raises ascorbic acid blood levels, depleted 
by rheumatic disease and intensive salicylate medication 

VITAMIN C in NEOCYLATE* prevents capillary damage 
and, like PABA, helps to secure higher salicylate blood 
levels 


Enteric coating minimizes possibility of gastric irritation 


FORMULA: 


Each Entab* contains: 
Sodium Salicylate... .0.25 Gm. 


(4 gr.) 
Para-Aminobenzoic 
(4 gr.) 
Ascorbic Acid.......0.020 Gm. 
(0.3 gr.) 
SUPPLIED: Bottles contain- 
ing 200, 500, and 1,000 Entabs. 


*Trademark of The Central Pharmacal Co. 


THE CENTRAL PHARMACAL COMPANY 
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A MESSAGE FROM 


THE PRESIDENT 


THE RESPONSE to the cry of “Better Trained Gen- 
eral Practitioners” has been phenomenal. Medical 
schools, the A.M.A., the specialty fields, and the 
rank and file of medicine have rallied to our cause. 
Never before in medicine has there been such a 
universal trend toward improving one group of 
men as there has been in trying to improve the 
bamily doctor. He has been praised in the news- 
papers, in magazines, and on the radio. Motion 
pictures have been made about him, and each year 
one is picked as “The General Practitioner of the 
Year.” 

Our Academy members are ever becoming more 
aware of the responsibilities that this entails. We 
must get more education. We must participate more 
in community life. We must be more active in our 
own medical organizations. In short, we must be 
better family doctors. If general practitioners are 
unwilling to assume these new responsibilities, then 
I doubt if we should keep them in our organiza- 
tion. To retain them will certainly lessen the pres- 
tige of our members with the profession at large 
and the specialist in particular. 

Postgraduate education must be available to 
every general practitioner regardless of where he 
practices. The best medical care must be available 
to patients regardless of where they live. In many 
cases this must be given by the family doctor. 
Therefore, he must know and dispense good medi- 
cal care. 

Continuing education for general practitioners 
must be a co-operative effort on the part of the doc- 
tors on the one hand and the teachers on the other. 
The medical schools, the specialists, and most medi- 
cal journals have shown an unusual willingness to 
help. Medical colleges all over the country are ar- 
ranging postgraduate seminars especially for us. 
Many schools are giving extension courses over the 
state carrying the courses to the men in their prac- 
tices. The best one of these I have seen is one in 
which the instructors go out, meet with the doctors 
and their patients on the spot, and help them with 
their diagnosis and treatment. 

The type of postgraduate education will have to 
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visualization of: 


Clinical usage includes the 


AN IMPORTANT 
DIAGNOSTIC AID 


HANOVIA 


FLU ROLAMP 


The Flurolamp is a high- 
pressure source of filtered 
ultraviolet with fluorescence 
exciting qualities. Equipped 
with a spot focus sealed 
beam permanent reflector 
and a double density filter 
that transmits only the useful 
radiations. 


such as ring 
etc. . . . Rate of blood circulation 
. . . Porphyrins in urine (metallic 
poisoning) . . . Circulatory condi- 
tions where fluorescent dyes can 


be used as tracers. 


Write NOW for further informa- 


tion. Address Dept. GP- 


Chemical & Mfg. Co. 
Newark 5, New Jersey 


PROMPT 


AND EFFECTIVE 


CONTROL IN ALL ANEMIAS 


ANPLEX 


Whether the anemia is one of the many 


prevalent types, 


or a “difficult to classify” 


combination of types, ANPLEX (Chimedic) 
assures rapid and effective hemoglobin re- 
generation and reticulocyte response. 


ANPLEX (Chimedic)—a new advancement 
in hemopoietic efficiency—combines the po- 
tent antianemic actions of Vitamin B,, .. . 
Folic Acid . . . Crude Liver. 


ANPLEX is nontoxic and nonirritating upon 


injection. 


LITERATURE ON REQUEST 


CHICAGO PHARMACAL CO. 


5547 N. Ravenswood Ave., Chicago 40, Ill. 
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Veratrite, for routine use, is a reliable hypotensive agent without serious 
side-effects. Circulatory improvement, a gradual fall in blood pressure, and 
a new sense of well-being can be obtained without complicated dosage 
schedules or daily dosage adjustments. Economy—a point of importance 
in long-range therapy—is in favor of Veratrite in the management of 
the great majority of hypertensive patients. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies every- 


where. 


LITERATURE AND SAMPLES ON REQUEST 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 CRAW UNITS* 
Sodium Nitrite 

Phenobarbital 

Beginning Dose: 2 tabules t.i.d., 
after meals. 

*Biologically Standardized for toxicity 
by the Craw Daphnia Magna Assay, 


IRWIN, NEISLER & COMPANY Ga DECATUR, ILLINOIS 
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be worked out on a state level. One type will work 
best in a rural community and another best in a 
metropolitan area. The Commission on Education 
can assist you a lot. But after all it requires a lot 
of “leg w ork” on the state level to get the job done. 

Eventually, we are going to require the same 
fees, the same prestige, and the same equality as 
the specialist. In order to do this we must have his 
equivalent in training. This we can do, not in one 
hospital residency, but in continued postgraduate 
education. We admit that the specialist knows more 
about his own field, but we must equalize the dif- 
ference by our own knowledge of the whole field 
of medicine. We must be up-to-the-minute on the 
cases we treat. Our care of the patient must be 
irreproachable. 

There are many deficiencies in postgraduate fa- 
cilities available to general practitioners at present. 
But the willingness on the part of many of our 
deans and heads of the departments in medical 
schools makes it apparent that these can and will be 
straightened out when our wants are known. For 


example, the most “crying need” at the present time 
is probably: Where can a general practitioner get 
more surgical training? Many men doing surgery 
in small hospitals realize their own technique is 
not good enough, but do not know where to get 
better training. They do not have the time to take 
off a year for a residency in surgery, but would be 
perfectly willing to take off a few weeks. Many 
deans and surgeons with whom I have talked think 
this situation can be worked out if they know what 
we want. 

Medical education is a continuing process. The 
method by which a doctor keeps up varies with 
many factors. The important thing is that he keep 
up. Some members of the Academy will resent the 
“bookkeeping” required and they are partly right. 
But the biggest job is in keeping up, by whatever 
means it is done. I assure you that other medical 
organizations are going to watch us to see if we 
“stand by our guns.” Record keeping is only a small 
part. I hope you will help! 

—J. P. Sanvers, M.D., President 


TWO HANDY 


Whil ° 


AIR-SUCTION PUMP 


Powerful, quiet, tm. All the air and 
suction you need. tic oiling. Safety 


cut-off. $68.50 


“LITTLE HELPERS” 


“Guild” 


HYPO NEEDLE POINTER 


Sharpens Hypo needles in a jiffy. Use 
needles over and over. Repoints or 


rebevels. $38.50 


YOUR COMPLETE SURGICAL SUPPLY HOUSE 


609 COLLEGE ST. 
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Effective against many bacterial 
and rickettsial infections, as well as certain 
protozoal and large viral diseases. 


Hydrochloride Crystalline 


The Surgeon is no longer hampered in his work 
by the fear of uncontrollable postoperative infections, thanks 
in large measure to the sulfonamides and the antibiotics. 
Aureomycin is indicated for preparation of the gut before enteric 
surgery. The high concentrations attained by aureomycin in the 
bile make it of particular value in operations on the infected 
biliary tract. Its efficacy against streptococci and 
staphylococci, which are becoming increasingly resistant 
to penicillin, renders its use advisable in surgical condi- 


tions where these organisms are actual or potential invaders. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
30 Rockefeller Plaza, New York 20, N. Y. 
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on one anesthetic 


MEXICO CITY © by F. DosAmantes 
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MONTPELIER, VERMONT ® by Paul Sample 


worldwide acceptance of, One Cweithitic 


Since 1934, when Abbott wrote the introduction, the world’s medical journals 

have been telling two success stories—each dependent on the other. 

The subjects: PEnrotHaL Sodium and intravenous anesthesia. The drug and 

the technique offer many special benefits to patient, surgeon, anesthetist. 
Intravenous anesthesia with PENTOTHAL requires no bulky, frightening apparatus. 

Induction is rapid, pleasant. The patient has complete surgical amnesia, usually 

awakens without nausea. Deeper anesthesia may be had in a moment, as the 

need arises. PENTOTHAL may be combined with any number of other anesthetics 

to meet a specific individual requirement. And there is no explosion hazard. 


For complete information on PENTOTHAL and its use in a wide variety 


of procedures, write to Abbott Laboratories, North Chicago, Illinois. Obbett 


; As an adjunct to PENTOTHAL Sodium 
TUBOCURARINE Chloride, Abbott. . . 
for 
supplied in 10-ce, and 20-ce. vials, each 
intravenous cc. representing 3 mg. of tubocurarine 
‘ g 3 mg. 
SODIUM anesthesia 


(STERILE THIOPENTAL SODIUM, ABBorT! chloride pentahydrate. Also |-ce. 


ampoules, 15 mg. Ask for literature. 
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A Department of General Practice has been in operation at the Bethesda Hospital, Cincinnati, 
Ohio, since 1947. Functioning as an administrative unit for its members, this department has 
brought integration within the hospital staff and improved medical service to the community. 


A GENERAL PRACTICE DEPARTMENT—-HOW 


BY AL3SERT N. McGINNISS 


iT WORKS 


Superintendent and Business Manager, Bethesda Hospital, Cincinnati, Ohio 


Asourt six years ago the Executive Committee of 
the Medical Staff of this hospital met with the 
administrative officers to discuss changes in the 
constitution and by-laws. Our hospital is one of 
several operating in a large Midwestern city, with a 
capacity of 216 beds and 60 bassinets. Services in 
1950 totaled 92,530 nursing days. It was the ex- 
pressed opinion of the group, almost unanimous, 
that since the general practitioners were responsible 
for a very great percentage of the patients 
admitted to the hospital, recognition of this depart- 
ment or category of physicians was not only com- 
mon sense, but really the duty of the staff and 
the hospital. 

In the preliminary discussions there were two 
men who privately expressed some doubt as to the 
success of this venture. One, a_ general 
practitioner, feared that there might arise a lot of 
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differences in the points of view between his group 
and that of the specialists, which might bring about 
a breach in the staff body. Another, a specialist, 
expressed the fear that this might be the first step 
in a breakdown of professional requirements or 
standards. These two doubters were overruled, and 
on April 1, 1947, a constitution was adopted 
which established a Department of General 
Practice and provided general practitioners with 
the opportunity for privileges enjoyed by members 
of any specialist department. It placed upon the 
general practice department and its members the 
same responsibilities carried by the specialist 
departments and their members. 

In other words, the members of the general 
practice staff were given membership on an equal 
basis with specialist groups in the active, associate, 
consulting, and honorary groups, with privileges of 


a 
object: 
Greater cooperation from — and peace of 
mind for — patients on reducing diets. 


fA 3 
a! 5 ents « High methylcellulose (500 mg. per tablet) 
and low d-amphetamine phosphate (1.67 mg:). 


a 
whe ails « Dual anoretic action through (1) hydrophilic effect 
of methylcellulose, which imparts prolonged sense of fulness, 
and increases intestinal bulk and moisture of stool; (2) controlled 
physiologic effect through modest dosage of d-amphetamine. 


wae Happy, contented, hunger-free patients— 
protected from undue stimulation and its unpleasant consequences. 


dosage: Initially, 3 tablets with full glass water 1 hr. before meals — 
reduce to individual requirements. 


available — bottles of 100, 500, and 1000 tablets. 


: 


FOUNDED IN 1860 gf JERSEY CITY, W. J. 
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voting and of holding any office, and with the 
opportunity to use the hospital with equal option 
on available rooms and other services. With these 
rights go such responsibilities as organizing the 
department, holding monthly meetings, arranging 
for seminars, participating in the scientific dis- 
cussions at the monthly staff meetings of the 
hospital as a whole, and of surveying and studying 
this department with a view toward elevating the 
standard of medicine practiced in the institution, 
taking the responsibility of suggesting desirable 
physicians when staff vacancies occur, exercising 
the proper care in the selection of candidates for 
staff membership in the general practice field, and 
participating in the education of interns by lectures, 
rounds, and supervision of service in the “out- 
patient” clinic. 

Under this new staff organization the Depart- 
ment of General Practice functions as an adminis- 
trative unit for its members. The constitution pro- 
vides that a representative of the general practice 
department shall be a member of the executive com- 
mittee of the medical staff. Additional general prac- 
titioners may also be on the executive committee 
through their positions as chairmen of standing 
committees. 

General practitioners have privileges in clinical 
services according to their individual interests, 
training, and ability, and the extent of such 
privileges is determined for each one by a 
credentials committee. The credentials committee is 
made up of representatives of the various depart- 
ments, including the Department of General 
Practice. This committee investigates all new 
applicants for staff membership, and makes recom- 
mendations to the executive committee. If an 
applicant is a general practitioner, the Department 
of General Practice is requested to make recom- 
mendations to the credentials committee. In this 
manner the department is responsible for the 
initial selection of its own members and the quality 
of service. The department can also assist in 
obtaining proper hearings for any _ general 
practitioner who feels his qualifications warrant 
more privileges in a clinical service than he has 
been granted. 

The general practice department is also expected 
to assist the chief of each clinical department to 
maintain the quality of services in the respective 
departments in which members of the general 
practice group have privileges. The chief of each 
clinical department is, of course, responsible for 
the quality of service in his department, but he 
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calls upon the general practice department to assist 
him in maintaining standards of service for general 
practitioners who are practicing in his clinical 
division. 

Integration Within the Staff 


There are a total of 115 members of the active 
staff. Of this total, 20 are members of the Depart- 
ment of General Practice; in the associate staff out 
of 40 members, 16 are in the Department of 
General Practice; in the consulting staff totaling 
12 at this time, there are no general practitioners; 
in the honorary staff totaling 14, 4 are in the De- 
partment of General Practice. Of the officers for 
the past year, the staff secretary and acting treasurer 
was a general practitioner. 

Members of the general practice department 
serve on the clinic committee, the credentials com- 
mittee, the executive committee, the intern train- 
ing committee, medical records committee, nursing 
committee, staff service ceilings committee, and 
operating room facilities committee. The general 
practice group has a place on the teaching schedule 
of interns, with one lecture in each month. It is also 
called upon to furnish lecturers to classes in our 
School of Nursing and to direct the student health 
program and the general personnel health program 
with the aid of the house staff. 

In addition to its participation in the monthly 
general medical staff meeting, the Department of 
General Practice holds a departmental meeting 
once each month the year around. These are 
devoted primarily to the analysis of cases in the 
hospital and in the “out-patient” clinic; also 
original scientific papers are presented concerning 
the progress of medicine as related to this 
institution; candidates for courtesy privileges in the 
hospital and for staff membership are given 
consideration, and matters discussed concerning 
legal and business questions which may arise. A 
constant interchange of experience and findings 
along the last-mentioned lines has been helpful. 

We believe that this improved integration of 
general practitioners into the hospital staff has 
resulted in benefit to both the profession and the 
public. The improvement in the entente between 
specialists and the general practice group who 
support them is indicated in the following com- 
parative figures. 

In 1944, out of a total of 10,805 patients, 8,093 
were registered by the medical staff of the hospital, 
2,712 by nonstaff physicians, so that outside 
physicians accounted for 25.09 per cent. The non- 
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of DYSMENORRHEA 


*Edrisal’ does more than relieve 

the pain and lift the mood of your 
dysmenorrhea patient. Because it contains 
“Benzedrine’ Sulfate, ‘Edrisal’ also works to 
relieve the cramps so often associated with 
this painful period. Janney has observed: 
“The most satisfactory antispasmodic drug 
for use in spastic dysmenorrhea is, 

in my experience, Benzedrine Sulfate . . .”’* 


“Benzedrine’ Sulfate . . . 2.5 mg. 
Acetylsalicylic acid . . . 2.5 gr. 
Phenacetin . . . 2.5 gr. 


Edrisal 


Dosage: Two tablets, repeated every three hours, starting two days before men- 
struation. Smith, Kline & French Laboratories + Philadelphia 


‘Edrisal’ and “Benzedrine’ T.M. Reg. U.S. Pat. Off. 
*Janney, J.C.: Medical Gynecology, ed. 2, Philadelphia, W.B. Saunders, 1950, p. 365. 
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staff doctors on these cases were largely specialists. 
Against this, in 1950, out of a total of 15,444 
patients, 13,656 originated with and were cared for 
by staff physicians. The number arising from non- 
staff doctors was 1,788—a reduction to 11.57 per 
cent of the whole. It is interesting to note that 428 
nonstaff men worked in the hospital in 1944, and 
187 in 1950. 

The present spirit of loyalty on the part of the 
general practitioners to the hospital as a community 
service organization is clearly indicated in a com- 
parison with the number of patients served in 1944 
before the adoption of our new constitution; there 
was an increase of 50 per cent—from 10,805 in 1944 
to 15,444 in 1950. 

Our plan provides for a more direct channeling 
of constructive criticisms and suggestions arising 
either from the patients or the attending 
physicians, which has led to a very definite 
improvement in the service rendered the patients. 
After patients go home from the hospital they 
eventually are back in the hands of their family 
physicians, the general practitioners. If service 
rendered in the hospital has not been satisfactory, 
these physicians are the ones who are going to hear 
about it. The administration is continually appeal- 
ing to the general practice group for constructive 
criticisms. 

Under our plan, the physicians engaged in 
general practice have an opportunity to work in 
close co-operation with other members of the pro- 
fession, thus stimulating both groups to greater 
efforts to attain higher professional standards. 

The present professional, ethical, and personal 
standards of the General Practice Department are 
so high that it is indeed an honor to secure an 
appointment to the staff of this hospital in that 
Department. The nomination for this department 
must originate in the department itself, and the 
general practitioners are responsible for the quality 
of service of their own members. A man must have 
a good standing before he will pass the first 
screening. 

On the negative side of the ledger we have had, 
so far, no bad experience from the change we 
made. There have arisen no complaints, or 
problems that could not be quickly ironed out. At 
a recent meeting of our general practice group we 
asked them to tell us of any problems they had in 
this hospital. Their reply was that the general 
practitioner here cannot find any cause for 
complaint as to his recognition in all the activities 
of the institution. 
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INDEX 


Copies of the Subject and Author 
Index of Volumes | and II of GP are 
available free of charge to subscribers 
who wish to have them. Readers who 
wish to preserve their copies of GP 
by binding them into volumes will 
want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 
406 West 34th Street, Kansas City 2, 


Missouri. 


Membership Plaques 


EYOTED TO THE BETTERMENT 
THE PUBLIG HEALTH AND THE 
VANCEMENT OF THE GENERAL 

ACTICE OF MEDICINE AND SURGERY 


@This handsome piaque, denoting membership 
in the Academy, is still available at the Head- 
quarters Office. It is nine by eleven inches and 
made of simulated bronze. The price of $3 in- 
cludes postage and embossing your name on the 
plaque. All orders must be accompanied by pay- 
ment. Please print your name as you wish it to 
appear. 


| 
| 
| 
| 
| 
| 
| 
ds | | | 
D 
sis | 
thas 
117 


Dhi American. of Prackie 


flwed 


(2 THE M&R AWARD CQ) 


PRESENTED EY THE M & R LABORATORIES 
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TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
With BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE OFFICERS OF THE ACADEMY. DIRECTORS AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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NEWS FROM THE STATE CHAPTERS 


A RESIDENCY program to train general practitioners 
for careers in Arkansas has been developed by the 
Arkansas Academy of General Practice, the Ar- 
kansas Medical Society, and the University of Ar- 
kansas Medical School. Dr. Hayden C. Nicholson, 
dean of the Medical School, announced that the 
two-year program, which will begin this summer, 
will follow graduation from medical school, and 
will include work as interns in wards and clinics 
the first year, and private office practice the second 
year. 

Four chapters have recently held their annual 
scientific meetings. The Third Annual Assembly of 
the North Carolina chapter was presented in 
Durham, March 4, 5, and 6 (see cut). The pro- 
gram included scientific papers, ward rounds, and 
discussion periods. Guest banquet speaker was Dr. 
R. B. Robins, who was recently chosen president- 
elect of the national Academy at the Annual As- 
sembly in San Francisco. 

The Indiana chapter held its annual session 
April 10 and 11 in Indianapolis. Included on the 
program were nine guest speakers. Mr. M. G. 
Hermetet of headquarters office addressed the group 
at a luncheon. Following the lectures and round- 


table discussions, a banquet was held at the 
Athenaeum. 
In Little Rock, April 22, the Arkansas chapter 


presented its annual meeting. Guest speakers in- 


cluded Dr. Walter C. Alvarez, editor of GP; Dr. 
John R. Bender, secretary of the North Carolina 


‘chapter; Dr. Philip Thorek, Associate Professor of 


Surgery, Chicago, Illinois; and Mr. Charles Evans, 
Director of Public Relations, Arkansas Power and 
Light Company, who spoke at the banquet. 

The annual meeting of the Kansas chapter was 
held April 15 in Wichita. The scientific session 
included a symposium on “Backache,” “Nutrition 
in the Surgical Patient,” and “Peritonitis.” Cyrus 
W. Anderson, M.D., a member of the Colorado 
chapter, was guest speaker at the banquet. His 
subject was “Problems of the General Practice.” 

The dates for the Annual Sc‘entific Meeting of 
the Ohio chapter have been announced. The pro- 
gram will be held September 22 and 23 in Co- 
lumbus. 

The annual G.P. Clinic Day and Banquet were 
presented April 6 by the Washington chapter. 
The scientific program was held at the University 
of Washington School of Medicine and the ban- 
quet at the Washington Athletic Club. Chairman 
of the morning session was Russell R. de Alvarez, 
M.D., Professor and Executive Officer, Department 
of Obstetrics and Gynecology. Herbert S. Ripley, 
M.D., Professor and Executive Officer, Department 
of Psychiatry, was chairman of the conjoint con- 
ference on backache presented in the afternoon. 
Other faculty members who participated were Ed- 


Officers and directors of the North Carolina Academy of General Practice at the Third Annual Assembly presented 
in Durham, March 4, 5, and 6. Standing, left to right: Drs. W. M. Long, W. E. Selby, Wayne J. Benton, Milton J. 
Clark, John M. Mewborn, Thomas P. Brinn, W. E. Adair. Secied, left to right: Dr. Amos N. Johnson, president- 
elect; Dr. V. H. Duckett, president; Dr. G. G. Dixon, past president; Dr. John R. Bender, secretary-treasurer; Dr. L. 
R. Doffermyre, vice-president; and Dr. Henderson Irwin, alternate delegate to National Assembly. 
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VERILOID WITH PHENOBARBITAL 
AND MANNITOL HEXANITRATE 


Each scored tablet contains: _ Veriloid 2 mg. 
Phenobarbital 15 mg. 
Mannitol hexanitrate 10 mg. 


This combination of hypotensive agents, Veriloid-VPM, produces an 
excellent response in all degrees of hypertension. It is particularly 
valuable in the management of patients who exhibit low tolerance to 
plain Veriloid or in whom dosage regulation has proved difficult. 


Many More Patients Can Now Be Helped—Veriloid-VPM lowers blood 
pressure through the potent hypotensive action of Veriloid—a distinc- 
tive, biologically assayed fraction of Veratrum viride—and the vasore- 
laxing properties of mannitol hexanitrate. Phenobarbital serves to mini- 
mize emotional tension and appears to raise the nausea threshold. 

With Veriloid-VPM, the incidence of side actions is negligible. Many 
patients who cannot tolerate plain Veriloid are able to take this new dosage 
form in therapeutically active amounts. 


Administration — While individualization of dosage is essential for best 
results, the average dose of one to one and one-half tablets four times 
daily after meals and at bedtime usually produces a good response. 


VERILOID WITH PHENOBARBITAL 


Containing 2 mg. of Veriloid and 15 mg. of phenobarbital per scored 
tablet, this combination is indicated when the action of mannitol 
hexanitrate is not desired. 

Veriloid With Phenobarbital exhibits the superior tolerability of 
Veriloid-VPM. Well tolerated, it makes for easier dosage regulation and 
a negligible incidence of side actions. The dose of phenobarbital is small, 
avoiding drowsiness or excessive sedation. 

* * * & 


Veriloid-VPM and Veriloid With Pheno- 
barbital are available on prescription 
through all pharmacies. Supplied in 
bottles of 100, 500 and 1,000 scored 
tablets. Literature on both combinations 


available on request. 
*Trade Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BOULEVARD + LOS ANGELES 48, CALIF. 
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ANTIHISTAMINE ACTION 


HISDRIN makes possible full 
antihistamine effect for prolonged 
periods, but reduces such complicating 
side actions as drowsiness or lethargy. 
Its desirable clinical behavior is due 
to a rationale combination of a de- 
pendable antihistamine agent and a 
sympathomimetic drug which exerts 
a stimulating action on the central 
nervous system. 


In patients who develop drowsiness 


FORMULA 


Each Hisdrin tablet contains: 

Semikon hydrochloride 

(Methapyrilene hydrochloride) 50 mg. 
Semoxydrine hydrochloride 

(d-Desoxyephedrine 

hydrochloride) 

It is available on prescription 
through all pharmacies. 


upon taking an antihistamine agent, 
the mild cerebral stimulation afforded 
by Hisdrin aids in overcoming this 
tendency and allows full mental and 
physical activity. 


Hisdrin is indicated in the sympto- 
matic control of all allergic states in 
which antihistamines are of value: 
seasonal hay fever, allergic dermatitis, 
drug reactions, and many types of 
pruritus. 


THE S.E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK « SAN FRANCISCO «+ KANSAS CITY 
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ward L. Turner, M.D., Dean of the School of 
Medicine; Henry D. Chipps, M.D., Associate Pro- 
fessor of Pathology and Oncology; Frederic C. Moll, 
M.D., Assistant Professor of Pediatrics; Robert W. 
Deisher, M.D., Clinical Instructor in Pediatrics; 
T. A. Loomis, M.D., Associate Professor of Phar- 
macology; Robert H. Williams, M.D., Professor and 
Executive Officer, Department of Medicine; Hans 
Neurath, Ph.D., Professor and Executive Officer, 
Department of Biochemistry; Stephen Fleck, M.D., 
Assistant Professor of Psychiatry; Robert A. Bruce, 
M.D., Assistant Professor of Medicine; Robert J. 
Johnson, M. D., Assistant Professor of Anatomy; 
Sydney J. Hawley, M.D., Robert D. Ray, M.D., 
Assistant Professor of Surgery; Arthur A. Ward, 
M.D., Associate Professor of Surgery; and Thomas 
H. Holmes, M.D., Assistant Professor of Psychi- 
atry. Banquet speaker was Professor George Faylor, 
Department of Far Eastern and Russian Relations 
at the University. 

Dr. William Likoff, Associate Professor of Car- 
diology at the Hahnemann Medical College, Phil- 
adelphia, was guest speaker at a meeting of the 
Delaware chapter April 1 in Wilmington. Dr. 
Harold Tarrant is president of this chapter and Dr. 
J. Jesse Selinkoff, vice-president. 

The first of a series of one-day scientific meetings 
was held by the West Virginia chapter April 1. 
These meetings, scheduled throughout the year, 
will be held in Buckhannon, Fairmont, Martins- 
burg, Logan, Beckley, Huntington, Parkersburg, 
and White Sulphur Springs. Subjects of the April 
1 meeting were “Family Counseling” and “Newer 
Advances in Plastic Surgery.” 

Dr. Fred G. Benn, a charter member of the Acad- 
emy and the first chairman of the Committee on 
Hospitals, died March 12 in La Mesa, California. 
Under Dr. Benn’s chairmanship, a preliminary re- 
port on General Practice Departments in Hospitals 
was developed. 

The Moore-White Clinic of Los Angeles is re- 
ceiving applications for the 1951 Fellowship in 
General Practice, designed to offer advanced train- 
ing in medicine and surgery for recent graduates 
planning to enter general practice. The period of 
appointment is for one year, beginning July 1 of 
each year. The stipend will be $3,000 per annum 
and transportation allowance. Requisites for candi- 
dates include graduation from a class A medical 
school, one year's internship, and license to practice 
medicine in California. More information is avail- 
able from the Committee on Fellowships of the 
Clinic, 511 South Bonnie Brae Street, Los Angeles 5. 
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Grin-O-Grams 


A Sr. Lous, Mo., expectant father was so 
excited when the patrol wagon he had called 
for arrived to take his wife to the hospital 
that he jumped aboard by himself and had 
gone two blocks before he thought to go back 
and get his wife. 


WHEN a Provincetown, Mass., doctor was 
called to treat a patient with a broken leg, he 
called a carpenter to help. The leg was arti- 
ficial. A case of the Doc being stumped. 


A nurse in one of Detroit's maternity hos- 
pitals reports she thought that maybe there’s 
something of Social Significance in the name 
given a baby boy who had just been born. 
The name: “Gerald Labor Union Jones.” 


On weEarinG that Jack Benny had given 
$1,000 for surgical research, a Boston medical 
scientist observed that he is convinced it'll 
soon be possible to get blood out of a turnip. 


Wuewn John T. Jarecki, Chicago's internal 
revenue collector, excitedly phoned his physi- 
cian that his 22-month-old son had swallowed 
a penny, the doctor told him, “Don’t worry, 
the baby will be all right without an oper- 
ation. He'll give up the penny easier than 
I'll meet my income tax—much, much easier.” 
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antibacterial action plus 


greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking and 


no need for alkalinization. 


higher blood level 
Gantrisin not only produces a higher blood 


level but also provides a wider 


antibacterial spectrum. 


economy 


Gantrisin is far more economical than 
a antibiotics and triple sulfonamides. 


less sensitization 


TABLETS Gantrisin is a single drug—not a mixture of 
AMPULS several sulfonamides—so that there is less 
likelihood of sensitization. 


GANTRISIN®—brand of sulfisoxazole 


(3,4-dimethyl-5-sulfanilamido-isoxazole) 


| HOPFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 
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The Texas chapter, in co-operation with the 
University of Texas School of Medicine, has sched- 
uled two postgraduate courses. Electrocardiography 
is the subject of the course beginning April 19 and 
continuing through May 17. A course in Obstetrics 
will be presented September 12 through December 
19. Further information is available from the Uni- 
versity’s Postgraduate School of Medicine, Texas 
Medical Center, Houston 5. 

Plans have been completed for several other post- 
graduate courses. “Review of Some Phases of In- 
ternal Medicine and Pediatrics” is the subject of a 
course to be presented by the University of Wis- 
consin Medical School, May 15, 16, and 17. 

The Colorado chapter of the Academy, the 
Weld County Medical Society, and the University 
of Colorado School of Medicine are presenting a 
series of twelve lectures for general practitioners. 
The program, which is held every Thursday eve- 
ning at the Weld County Hospital, Greeley, started 
April 19 and will continue through May 24. Sub- 
jects of the May 10 lectures are “Diagnosis and 
Treatment of Surgical Conditions of the Anus and 
Rectum” and “Diagnosis of Common Neurologic 
Conditions.” “Frequent Errors in Gynecological 
Surgery” and “Surgical Treatment of Veneer 
adem of the "pein Extremities” will be covered 
May 17. On May 24, “Recognition of Complicating 
Factors in Pregnancy” and “Medical Management 
of Ulcerations of the Gastrointestinal Tract” will be 
the topics. 

The Pennsylvania State Medical Society is or- 
ganizing a refresher course for general practitioners. 
It is scheduled for one day a week for a period of 
three to six months. 

April 3 and 4 were the dates of the Fourth An- 
nual Postgraduate Course on Malignant Diseases 
given at the Indiana University Medical Center. 
The program was sponsored by the Indiana Uni- 
versity School of Medicine and the Indiana Cancer 
Society, Inc. 

Michael Reese Hospital Postgraduate School is 
offering a series of one-week courses throughout 
the vear. “Recent Advances in Pediatrics” will be 
presented May 21 to May 26. The tuition for these 
courses is $50.00. The school provides a reduction 
in the tuition for group enrollment. For a group of 
five to ten applicants, a 25 per cent reduction, and 
for groups of over 10, a 50 per cent reduction. To 
qualify for this reduction, one member of the group 
must collect all the applications and the tuition, 
and submit them as a group to the medical school. 


April 24 through April 27, the Philadelphia 


County Medical Society presented its Fifteenth An- 
nual Postgraduate Institute. This symposium was 
designed to deal with the common and important 
problems encountered in general practice. 

At the Center for Continuation Study, the Uni- 
versity of Minnesota held a continuation course 
April 2 to April 6. 

A postgraduate course in Endocrinology includ- 
ing diabetes will be held July 2 to 7 in Seattle. 
This program is sponsored by the Association for 
the Study of Internal Secretions and the American 
Diabetes Association. 

At a recent meeting of the north suburban branch 
of the Wlineis chapter, Dr. Joseph Blech of Skokie 
was elected president. Other officers are Dr. 
Rosanna N. McKenney, vice-president, and Dr. 
Leo W. Waner, secretary-treasurer. 

H. Marchmont-Robinson, M.D., president of the 
Illinois chapter, informs us that this chapter has a 
new headquarters office. The new location i is Room 
1508, Lytton Building, 14 E. Jackson Blvd., Chicago 
4, and all communications should be sent to this 
address. 

The Sonoma County (California) chapter held 
a meeting in Santa Rosa, March 1. 

Dr. Edward McDonald addressed the Albany 
(New York) chapter at a meeting held in Albany, 
March 22. President of this group is Dr. William 
Gould. 

Dr. Malcolm T. MacEachern, formerly director 
of the hospital standardization program of the 
American College of Surgeons, has joined the staff 
of the American Hospital Association as director of 
professional relations. 


A.M.A. Atlantic City Session 


In Atlantic City, June 11-15, the American 
Medical Association will present its one hun- 
dredth annual session. 

Included on the scientific program are lectures, 
demonstrations, technical and scientific exhibits, 
motion pictures, and television broadcasts of hos- 
pital, surgical, and medical problems. 

The Section on General Practice, of which 
Dr. Lester D. Bibler of Indianapolis is chairman, 
will meet June 13, 14, and 15 at Hotel Chelsea. 

A complete schedule of the A.M.A.’s program 
appeared in the April 14 issue of the J.A.M.A. 
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pP National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


J. P. Sanpers, M.D., President, 106 East Kingshighway, Shreveport, Louisiana 
R. B. Rosins, M.D., President-elect, 111 Van Buren, Camden, Arkansas 
Frep A. Humpnurey, M.D., Vice-President, Box 113, Fort Collins, Colorado 
U. R. Bryner, M.D., Treasurer, 508 E. South Temple Street, Salt Lake City, Utah 

J. S. DeTar, M.D., Speaker of the Congress of Delegates, 55 West Main Street, Milan, 

Michigan 

Mac F. Canat, J.D., Executive Secretary and General Counsel, Broadway at Thirty-fourth 
Street, Kansas City 2, Missouri 


Board of Directors 


W. B. Hivpesranp, M.D., Chairman Merritt SHaw, M.D. 
216% Main Street 1532 East McGraw Street 
Menasha, Wisconsin Seattle 2, Washington 


Lester D. Biscer, M.D. Joun R. Benper, M.D. 
445 North Penn Avenue Nissen Building 
Indianapolis, Indiana Winston-Salem, North Carolina 


Joun O. Boyp, Jr., M.D. Joun R. Fowter, M.D. 
820 South Jefferson 125 Main Street 


Roanoke, Virginia Spencer, Massachusetts 


Paut A. Davis, M.D. Murtanp F. Ricsy, M.D. 
633 East Market Street 20 College Street 


Akron, Ohio Rexburg, Idaho 


A. Buecuecer, M.D. Stan.ey R. Truman, M.D., ex officio 
1521 Grant Boulevard 1904 Franklin Street 
Syracuse, New York Oakland, California 


Executive Committee 


W. B. Hi_pesranp, M.D. 


J. P. Sanpers, M.D. 


U. R. Bryner, M.D. Frep A. Humpurey, M.D. 
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FOR 
THE 
FIRST 
TIME 


aqueous natural vitamin A in capsules 


advantages: 


AQUASOL A CAPSULES 
up to 5 


is the first and only product to provide greater absorption 
water-soluble natural vitamin A 


in capsules .. . and is made by the “oil- 80% less excretion 
in-water” technique developed in 85% higher liver storage 
the Research Laboratories of the U. S. indications: 


Vitamin Corporation (U.S. Pat. 2,417,299). 
for more rapid, 


more effective therapy 

in all vitamin A 
deficiencies ... particularly 
those associated with 


conditions characterized 
AQUAS 0) [ " : CAPS [| LES by poor fat absorption 
(dysfunction of the 
liver, pancreas, biliary 
tract and intestines; 
celiac and other 


diarrheal diseases). 


two potencies: 
25,000 u.s. P. units 


natural vitamin A per capsule Proven effective in 
... in water-soluble form ACNE and other dermal 


50,000 u. s. Pp. units lesions responsive to 


natural vitamin A per capsule high potency vitamin A. 
...in water-soluble form 


; 2 Bottles of 100, 500 and 1000 capsules 


Samples upon request 


u. Ss. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 east 43rd st. » new york 17, n.y. 
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FLoRABELLE FLuUTTER’s favorite folly is flitting to brunches and 
bridges and teas, indulging a fancy for frilly foods that belabor the 
biliary system. 


A second fond failing is bedevilling doctors with her 
fussing and fretting about flatus. 


Not that Mrs. Flutter merits much attention in her own right. 

She just happens to be typical of an all-too-common multitude with 
presenting complaints of vague digestive distress and equally vague 
pathology. Neither sick nor Well in a definitive sense, but assured in their 
self-diagnosis, they mend their ways with a martyr’s mien — 

or migrate from doctor to drugstore ad lib. in their quest for a panacea. 


There’s no one way to handle the Florabelle Flutters with their fondness for fooling 
themselves. But it’s said that “the commonest cause” of digestive distress in patients 
over forty is low grade biliary dysfunction. And such being the case, DEPANCOL 

will often serve an important two-fold purpose: (1) To afford prompt relief 

from the classic complaints — flatulence, bloating, dyspepsia, etc. — thus encouraging 
the patient’s early cooperation in a long-range corrective program; and 

(2) To flush and activate the sluggish biliary system, thus encouraging restoration 
of normal function by physiologic means. 


ile Salts ‘ gr. 
a C O / Pancreatic substance equivalent to 
@ Pancreatin U.S.P. 4% gr. 
in an enteric coated tablet 


Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


’ Average: 1 or 2 tablets 3 times daily, with or after 
meals. 


CHIL GOTT 


or The Company 


MORRIS PLAINS, NEW JERSEY 
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IN CONSTE 
MANAGEMENT 


TURI CUM Each tablespoonful of Turicum contains: 


TRADE MARK 


HYDROPHILIC LUBRICOID 


—presents methylcellulose as a gel, to The Turicum formula assures: 
which magnesium hydroxide is added in sus bulk to 
less than laxative dosage to assure con- onesies 


tinued hydration of the gel throughout —— good distribution throughout the bowel 


the intestinal tract. © no bloating 

In maintaining an osmotic equilibrium, © "° 447ger of impaction 

the magnesium ion attracts and retains © " interference with utilization of oil-soluble 
adequate water to keep the methylcellu- 

lose in the form of a soft gel— providing 

a distinctive efficient Iubricoid action eakage 

which promotes gentle elimination. Turicum is available in one pint bottles. 


LABORATORIES 


DIVISION NUTRITION RESEARCH LABORATORIES, INC, 
CHICAGO 11, ILLINOIS 
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MAGNESIUM HYDROXIDE............. 0.6 Gm. 
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Zot ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 
AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY | 
CONTAGIOUS DISEASE EAR INVOLVEMENTS 


FORMULA: ..17.90 GRAMS 
obtoinable spec. grav.) 


Zot CHRONIC SUPPURATIVE OTITIS MEDIA 
FURUNCULOSIS AND 


AURAL DERMATOMYCOSIS 


FORMULA: Ure 200 GRAMS 
Sulfathiazole ................ 1.6 GRAMS 
Glycerol (DOHO) Base. 16.4 GRAMS 


RHINALGAN 


Nasal Decongestant WITHOUT Circulatory 

or Respiratory Effect 

COMMON COLD: SINUS INFECTIONS: PRE AND 
POSTOPERATIVE NASAL SHRINKAGE: HAY FEVER 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v in an isotonic aqueous 
solution with 0.02% Laurylammonium saccharin. Flavored. pH'6.4. 
Supplied in THE DOHONY SPRAY-O-MIZER * 
PLEASANT — EFFICIENT 
NON-TOXIC — BACTERICIDAL Also for Office ond Hospital use: 
in Pint bottles, 


Data sent on vaguest 
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NEW 


AMES DIAGNOSTIC 
REAGENT TABLET 


for detection of albumin in urine 


For office, laboratory or bedside determination of 
clinically significant albuminuria, Bumintest (Brand) 
Reagent Tablets have these advantages: 


test is quick * noncaustic-noncorrosive 


no heat required + inexpensive 
reliable 


A modification of the well-established sulfosalicylic acid 
method, the amount of albumin present is estimated 
by the degree of turbidity. 


For the rapid and more convenient performance of basic 
diagnostic tests without heating or special equipment, 
Bumintest (Brand) Reagent Tablets now join 


ACETEST for detection of acetone 


CLINITEST for detection of urine-sugar 
HEMATEST for detection of occult blood 


Acetest, Bumi Clinitest, H. Reg. Trad k 


AMES COMPANY, INC ¢ ELKHART, (NDIANA 
> Ames Company of Canada, Ltd., Toronto 
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Similac, by providing 50 mg. ascorbic acid to the reliquefied quart, can 
successfully assist in the protection of the infant not only against scurvy 
but also against serious hematopoietic deficiencies. Behind this “‘success 
story” are some pertinent facts:! 


1. Clinically, megaloblastic anemia in infants is often associated 
with vitamin C deficiency. 


2. Experimentally, if vitamin C was inadequate for long periods, 
the test diets all resulted in megaloblastic anemia. 


8. Because deficiency of vitamin C leads to a disturbance in folic 
acid metabolism. 


4. No cases of megaloblastic anemia have been known to occur 
among infants fed vitamin C-fortified Similac. 


5. Similac is so formulated “as to insure an adequate intake of 
vitamin C without supplementation. . .” 


In content of vitamin C and other protective factors, 


there is no closer equivalent 


to human breast milk than 6 IMI VU. AG 


Sor full term and premature infants 
from birth to birthday 


1. May, C. D.; Nelson, E. N.; Lowe, C. U.; and Salmon, 
R. J.: Am. J. Dis, Child. 80:191 (Aug.) 1950. 


SIMILAC DIVISION - M & R LABORATORIES + Columbus 16, Ohio 
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Now Available— 
TABLETS 


Vitamins B-Complex 
with Phenobarbital 

Companion 

product 

to 


BEPLETE 
Elixir 


One Tablet corresponds to one Teaspoonful (4 cc.) 


Thus, the physician can select the form of 
medication best suited to his purpose— 
the delicious elixir, or the handy-to-carry 
tablets. 

In nervousness and fatigue, a judicious 
combination of low dosage sedation and 
high dosage B-complex therapy often pro- 
vides gratifying relief. BEPLETE supplies 
both adjuncts, including vitamin B,,. 


WYETH INCORPORATED 
Philadelphia 2, Pa. 
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A Newly Available 
Organic arate for the 
Management of Hypertension 


Tolanate, making available for clinical use the therapeutic virtues of 


inositol hexanitrate, finds wide usefulness in the management of hyperten- 


sion. It has been shown to be particularly valuable in essential hypertension 
and the hypertension of the menopause. One of its most desirable clinical 
features is the complete absence of “‘nitrite headache,’ expanding its appli- 
cability to many patients who cannot tolerate other organic nitrates. 


LOWER DOSAGE The average dose of Tolanate is 
10 mg. three or four times daily. This quan- 
tity has been found to produce a clinically 
acceptable drop in tension in most patients. 


PROMPT SUBJECTIVE RELIEF The distressing sub- 
jective symptoms of hypertension are 
promptly relieved by Tolanate. The general 
vasodilation resulting from the relaxation of 
the arteriolar smooth musculature aids in 
improving tissue nutrition and function. 


PROLONGED SUSTAINED ACTION Inositol hexani- 
trate, the active ingredient of Tolanate, is one 
of the longest acting organic nitrates known. 
Hence administration every 4 to 6 hours 
maintains a uniform, continuous depression 
of the blood pressure. 

Tolanate is supplied in 10 mg. tablets in 
bottles of 100 and 1000. Also available as 
Tolanate with Phenobarbital, each tablet 
containing 10 mg. of inositol hexanitrate 
and 16 mg. (4 gr.) of phenobarbital. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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in the 


menopause... 


“General tonic effects 
were noteworthy and 
percentage of 

patients who 
expressed clear-cut 
preferences for any drug 
designated 


‘Premarin’.”’* 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.} 1949 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) - Tablets and Liquid 


Highly Effective - Orally Active * Well Tolerated - Imparts a Feeling of Well-Being 


& Ayerst, McKenna & Harrison Limited - 22 East 40th Street, New York 16, N. Y. 
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guarding against megaloblastic anemia 


Inadequate vitamin C in infant feeding often leads not only to scurvy but also to 
megaloblastic anemia.! Bremit guards against these grave nutritional complications 
by providing three times the recommended daily allowance? for vitamin C in the 
reliquefied quart. 

Appreciation of the importance of infantile megaloblastic anemia begins with the 
classic description of the syndrome by Zuelzer and Ogden.3 May, et al., observe that 
megaloblastic anemia “has been reported frequently as a complication of scurvy.” 
They also report: “When vitamin C was provided adequately, the diets tested did 
not lead to megaloblastic anemia.”! 

Failure to give the required vitamin C when prescribed often explains the inade- 
quacy in vitamin C intake. Bremit provides more than ample ascorbic acid. And, of 
course, BREMIL meets similar requirements for vitamins A, B, and D, riboflavin and 
niacin, 


moreover ...adequate provision of vitamin C is not the 
only attribute that makes BREMIL new and unique 


Bremiz is z completely modified milk in which the calcium-phosphorus ratio (144:1) 
is adjusted to the pattern of human milk, thus helping to prevent hypertonicity, 
hyperirritability and other tetanic symptoms in infants.*5 Bremi has the fatty acid 
and amino acid patterns of human milk...the same carbohydrate (lactose)...more 
iron...a soft, flocculent curd of small particle size comparable to human milk... 
complete solubility. 

Bremi can be mixed for a single feeding or a 24-hour period. Formula prepara- 
tion is as rapid as with a liquid product. Moreover, Bremit does not settle out on 
standing. Standard dilution is 1 level tablespoonful and 2 fl. oz. water, although 
Bremit can be either concentrated or diluted. Each level tablespoonful Bremin 
powder supplies 44 calories. 

Complete information and a trial supply may be obtained upon request. 


Breit is available in drugstores in 1 Ib. cans. 


anew product . May, C. D., et al: Am. J. Dis. Child. 80:191, 1950. 


. Recommended Daily Dietary Allowances, Rev. 1948, Food and Nutrition Board, 
National Kesearch Council. 


3. Zuelzer, W. W., and Ogden, F. N.: Am. J. Dis. Child. 71:211, 1946. 
4. Gardner, L. L., Butler, A. M., et al.: Pediatrics 5:228, 1950. 


. Nesbit, Il. T.: Texas State J. M. 38:551, 1943. 


flexible, palatable, 


easy to prepare 


Bremil 


powdered infant food 


Prescription Products Division 


The Borden Company 350 Madison Avenue, New York 17 
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Interest in life and living 


When the patient settles down to ‘‘the completion of life’’, depression can so easily 
get the upper hand. The seemingly endless, daily routine of living is approached 
with apathy, inertia and lack of interest; and the patient’s own outlook on life 
drags her down the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. Its uniquely 
“smooth” antidepressant effect restores mental alertness and optimism, induces 
a feeling of energy and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 

Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice _ tablets « elixir 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Actual photograph of a liver (weight, 2800 grams). The underlying parenchyma is greasy and 
diffusely orange-red. Pathologist’s diagnoses: “obesity; left ventricular hypertrophy; pulmonary 
edema and congestion; fatty infiltration of liver; fatty infiltration of pancreas.” 


The liver of an overweight patient 


Weight reduction—of even a few pounds—is often the surest 
means of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient 
to adhere to a low-calorie diet and thus to reduce weight safely — 
without the use (and risk) of such potentially dangerous drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine™® Sulfate eases isi 


a most effective drug for control of appetite 
in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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For True 


lron Deficiency 


Anemia 
There is 


Nothing Better Than 


Molybdenized Ferrous Sulfate 


—a co-precipitated complex of ferrous sulfate 
and molybdenum sesquioxide 


White’s Mol-Iron—culmination of several years of in- 
vestigational and clinical study—has been found to pro- 
duce unusually “striking”... “‘dramatic”... and “rap- 
id’’'»*»3 hemopoietic response and to be extremely “well 
tolerated.’’*® 


In a controlled investigation, “. ..78 per cent of the 
group treated with molybdenized ferrous sulfate, in 
contrast with 22 per cent of the group treated with 
ferrous sulfate had gains in hemoglobin greater than 
2.0 Gm.””? 


Supplied: Mol-lron Tablets—bottles of 100 and 1000. 
Mol-lron Liquid—bottles of 12 fluid ounces. ; 


Mol-lron with Liver and Vitamins (capsules)—bottles 
of 100. 


Mol-lron with Calcium and Vitamin D (capsules) bot- 
tles of 100. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57 :541 (1949). 

. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68 (1948). 
. Dieckmann, W. J., et al.: Am. J. Obstet. & Gynec. 59 :442 (1950). 

. Kelly, H. T.: Pennsylvania M. J. 5/ :999 (1948). 

. Neary, E. R.: Am. J. Med, Sc. 2/2:76 (1946). 
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‘in ‘Infants and Children. 


RICH IN LIGNIN AS WELL AS PECTIN 

AROBON ®— processed from powdered carob flour— 
owes its pronounced anti-diarrheal activity primarily to its 
high content of pectin and lignin. Absorbing large amounts 
of water, it forms a bland, smooth, bulky mass which elim- 
inates offending bacteria and toxins with the stools, thus 
causing diarrhea to subside quickly. 


CONTROLS DIARRHEA PROMPTLY 


Recent clinical studies have shown that Arobon promptly 
controls acute diarrheal disturbances in infants and chil- 
dren.* Within one to two days after Arobon therapy was 
initiated, the stools thickened and lessened in frequency in 
the great majority of patients. 


PERMITS RAPID RE-ALIMENTATION 


Prompt remission of diarrhea permits rapid re-alimen- 
tation and hydration by the oral route. As soon as tolerated, 
boiled skim milk, powdered acid milk or evaporated milk is 
added to the Arobon mixture. As early as possible, transi- 
tion is made gradually to suitable feedings. 


EASILY PREPARED... PALATABLE 

Arobon, indicated in all types of diarrhea, in infants and 
children as well as in adults, is quickly prepared for use by 
simply mixing with boiling water. It is palatable and 
readily accepted. 


*Kaliski, S. R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, 
Texas State J. Med. 46:675 (Sept.) 1950. 


Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of 
Diarrhea in Infants and Children, J. Ped. 35:422 (Oct.) 1949. 


THE NESTLE COMPANY, INC. 
COLORADO SPRINGS, COLORADO 
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THINKING OF THE FUTURE? 


Put your confidence in GE X-Ray engineering! 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 


| 


TRUE STIMULANT THERAPY 


ic efficacy and clinical safety of ACTHAR derive from 
ct that it stimulates secretion of all three types of cortical 
hormones—all of vital importance in stress situations. 


Quick-acting and quickly metabolized, ACTHAR is free of cumu- 
lative effects when administered in proper dosage and with proper 
spacing of injections. The speed of onset of therapeutic action is a 
significant. advantage in acute conditions. 


ACTHAR is the preparation of choice in those diseases requiring 
maintenance therapy. ACTHAR permits uninterrupted, continuous 
therapy without rest periods, since it functions as the true physi- 
ologic stimulus to the adrenal cortex and does not cause adrenal 
involution. 


ESTABLISHED INDICATIONS: Rheumatoid arthritis, rheumatic fever, 
acute lupus erythematosus, severe asthma, drug sensitivities, con- 
tact dermatitis, most acute inflammatory diseases of the eye, 
acute pemphigus, exfoliative dermatitis, ulcerative colitis, acute 
gouty arthritis, secondary adrenal cortical hypofunction, alcohol- 
ism and acute delirium tremens, and severe burns. 


Literature and directions for administration of ACTHAR, including 
contraindications, available on request. 


ACTHAR is available in vials of 10, 15, 25 and 40 I.U. (mg.). The 
Armour Standard of ACTHAR is now accepted as the International 
Unit, 1 International Unit being equivalent to 1 milligram of ACTHAR. 


AUTHAR 


@ THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.B.) 
THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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SALT HORMONES : PROTEIN HORMONES 


COMPOUND F HORMONES 
regulate retention of sodium and chloride ond the excretion of potassium; 
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Oral PENALEV® tablets (50,0000r 
100,000 units) are rapidly absorbed, quickly 
create effective penicillin blood levels. 


] 


by long: Potent penicillin G aerosol solu- 
tions can readily be prepared by dissolving 
PENALEV tablets in water or normal saline. 


$ 


| 
nd 


soluble tablets crystalline 
Potassium Penicillin G 


uy G.I. tract: PENALEV tablets dissolve 
promptly in milk, fruit juices, or infant for- 
mulas, without appreciably changing their 
taste « PENALEV soluble tablets crystalline 
potassium penicillin G: 50,000 units in vials 
of 12, boxes of 24 and bottles of 100 - 100,000 
units in vials of 12 and bottles of 100. 


Sharp & Dohme, Philadelphia 1, Pa. 
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When the red blood 


eell count or hemoglobin 


level is too low 


WY 
HEMOSULES * ‘Warner’ 

VAN 
is indicated 


Whenever an effective, reliable, and well-tolerated 
hematinic is required for prophylaxis or 

treatment in idiopathic or secondary hypochromic 
anemia, HEMOSULES* ‘Warner’ capsules are 

the answer. HEMOSULES* contain all the nutritional 
factors important to erythrogenesis including 

folic acid and vitamin Bie. 


The recommended daily dosage of 6 HEMOSULES* provides . . . 


Ferrous sulfate (15 grs.) 972.0 mgs. 
Liver fraction 2, N. F. (15 grs.) 972.0 mgs. 
Folic acid** 1.2 mgs. 
Vitamin B12, crystalline** 6.0 megs. 
Thiamine hydrochloride (vitamin B:) 6.0 mgs. 
Riboflavin (vitamin B.) 6.0 mgs. 
Niacinamide*** 24.0 mgs. 
Pyridoxine hydrochloride (vitamin B«)*** 3.0 mgs. 
d-Panthenol (equiv. to 3.0 mg. pantothenic acid)** 2.82 mgs. 
Ascorbic acid (vitamin C) 90.0 mgs. 
** The need in human nutrition has not been established 
***The minimum daily requirement has not been established. 


INDICATIONS: HEMOSULES* ‘Warner’ are indicated 
in idiopathic hypochromic anemia and hypochromic 
anemias secondary to (resulting from iron deficiency 
states in) acute or chronic infection, malignancy, 
acute or chronic blood loss, parasitic infection, 
malaria, pregnancy, hypothyroidism, inadequate iron 
intake, and gastrointestinal disease; and chlorosis. 
PACKAGE INFORMATION: HEMOSULES* ‘Warner,’ 
hematinic capsules, are available in 


bottles of 100, 250, and 1,000. 


WILLIAM R. WARNER 


Division of Warner-Hudnut, Inc. 
*T.M.Reg.U.S.Pat.Of. NEW YORK LOS ANGELES ST. LOUIS 
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Is the Patient’s 


Hypertension caused by 


Pheochromocytoma ? 


A diagnostic test of hypertensive patients 
with Benodaine® can quickly indicate the 
presence or absence of a hypertension- 
producing tumor (pheochromocytoma). 
“This drug is of foremost value in patients 
with sustained hypertension in whom the use 
of epinephrine-releasing drugs might be dan- 
gerous. It provides an effective, simple, harm- 
less means of detecting the pheochromocytoma 
in the routine study of all hypertensives.”* 
In patients with hypertension caused by 
pheochromocytoma, Benodaine produces a 
brief but significant decrease in blood pres- . 
sure. In hypertensive patients who do not 
have this tumor, it produces either no sig- 
nificant change in blood pressure or a mod- 
erate elevation of short duration. 


Complete literature is available on request. 


*Becker, M. C., Bass, R. D., and Robbins, C. M.: Pheochromocy- 
toma: Diagnosis and T. Postgraduate Medicine 6: 408-412, 
November 1949, 


Saline Solution of iY] ® 
5 E N 0 DAI E HYDROCHLORIDE 


(Brand of Piperoxan Hydrochloride) 


(2-(1-Piperidylmethy!)-1,4-Benzodioxan Hydrochloride Merck) 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


Benodaine is the registered trade-mark of 
Merck & Co., Inc. for its brand of piperoxan, 
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Propulsive wave 


aft its Best... by 


LIVING TEST 


Intubation studies*** increasingly confirm the findings 
of controlled clinical tests and broad professional 
experience; they dramatically demonstrate the 
marked superiority of natural belladonna alkaloids 
over the synthetics in relieving smooth muscle spasm.”* 
Donnatal employs precise proportions of the 
principal alkaloids of belladonna, together with a 
minimal phenobarbital dosage, to intensify the 
belladonna effects and help correct emotional factors 
contributing to the provocation of spasm. 


REFERENCES: 1. Chapman, W. P., Rowlands, E. N., and Jones, C. M.: 

New England J. Med., 243:1, 1950. 2. Kramer, P. and Ingelfinger, F. J.: 
Med. Clin. North America, 32:1227, 1948. 3. Posey, E. L., Bargen, J. A., 
and Dearing, W. H.: Gastroenterol., 11:344, 1948. 

FORMULA: Each tablet, each capsule, and each 5 cc. (1 teaspoonful) of Elixir, 
contains 0.1037 mg. hyoscyamine sulfate, 0.0194 mg. atropine sulfate, 
0.0065 mg. hyoscine hydrobromide, and 16.2 mg. (% gr.) phenobarbital, 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


Donnatal 


TABLETS + CAPSULES + ELIXIR 


WHENEVER and WHEREVER spasm of smooth muscle causes pain or dysfunction 
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First aid for the digedlive casualey” 


Entozyme greatly simplifies a broad therapeutic 
approach to many often complex disturbances 

of the gastro-intestinal tract, through its provision 

of potent amounts of the principal digestive enzymes: 
pepsin, pancreatin (with its lipase, amylase, and trypsin), 
and bile. Its special “tablet-within-a-tablet” construction 
controls the release of each essential digestive enzyme 

at its own appropriate gastro-enteric level...in its optimal 
state of enzymatic activity. This unique action explains the 
relief gratifyingly elicited in so many cases of pathologic 
or functional impairment of the digestive process.'** 


REFERENCES: 1, Kammandel, H. et al.: Bull. N. Y. Med. Coll., Flower & Fifth Ave. Hosps. 
(in press). 2. McGavack, T. H. and Klotz, s. D.: Bull. N. Y¥. Med. Coll., 
Flower & Fifth Ave. Hosps., 9:61, 1946. 3. Weissberg, J. et al.: Am. J. Dig. Dis., 15:332, 1948. 


FORMULA: Each tablet contains 300 mg. pancreatin, U.S.P, 
250 mg. pepsin N.F, and 150 mg. bile salts. 


A. H. ROBINS CO., INC., RICHMOND 20, VA, 


ENTOZYME 


A SINGULARLY effective, DOUBLE-layered tablet, 
with TRIPLE-enzyme digestive action. 


Gastro-soluble enzymes are released from outer 
shell (A) in stomach; entero-active enzymes 
trom inner core (B) in duodenum and jejunum. 
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| versatile 


hormone 


RETON 


(Testosterone Propionate U.S.P) 


in the male 


ORETON supplies androgen to rehabilitate the climacteric or eunuchoid patient. 


in the female 


ORETON overcomes excessive estrogen activity, and controls functional uterine 
bleeding and dysmenorrhea. ORETON exerts a palliative effect in carcinoma of 
the breast. 


in both sexes 


OrETON exhibits a protein anabolic effect, builds tissue and enhances well- 
being of the aged patient. 


ORETON 


OrETON, Schering’s brand of Testosterone Propionate U.S.P in oil for intramuscular injection. 


CORPORATION - BLOOMFIELD, NEW JERSEY 
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Pregnancy 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 


capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous) 
Bone Phosphate* 

Vitamin A (Ester) 

Vitamin D (Irradiated Ergosterol) 
Thiamine Hydrochloride 
Riboflavin 


ee 
*Fluorine content 
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NOT A SALT SUBSTITUTE 


For edema control. 


Sodium withdrawal— 


without sodium depletion 


No offensive odor or taste. 
Maximum palatability. 


Minimum dosage. 
N AT R i N e L Great exchange capacity. 


POWDER Fine texture. 


Mixes readily. 
Less bulk required. 


Natrinil prevents edema formation by 
withdrawing sodium from the gastroin- 
testinal tract. Natrinil is indicated in the 
management of congestive heart failure, 
hypertension, cirrhosis, or whenever a 
“salt-free” or a low sodium diet is required. 


Natrinil allows a more normal diet. 


A Cation Exchange Resin of the Carboxylic Type 
Hydrogen Cycle 80% Natrinil Powder 
Available, bottles of 10 oz. 


Potassium Cycle 20% Individual packets of 10 Gm. each, 
boxes of 24. 


= THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


More Than Half A Century of Service to the Medical Profession 
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FERROUS SULFATE 
1 Gm. (15 Gr.) 


| LIVER CONCENTRATE | 
2 Gm. 


THIAMINE HYDROCHLORIDE 


= 

4 


An exceptionally well-balanced, potent 


hematinic-nutritional supplement... 


. “ IRON IN FERROUS FORM... chemi- 


cally stabilized . . . well utilized. 


LIVER CONCENTRATE ... in unfrac- 
tionated (crude) form, preserving all the water soluble erythropoietic 
and nutritional principles of whole liver . . . enzymatically digested to 


provide maximum solubility — assimilation. 


B VITAMINS ... in adequate dosage, 


including definite amount of vitamins By». 


We'd like to have you try the delicious flavor 
of Hepatinic elixir—drop us a card and we'll 
send a tasting sample. 


Also available in convenient tablet form:—each 
sugar coated orange tablet containing the equiv- 
alent of 5 cc. (one teaspoonful) of the Elixir. 


| Nic Neil LABORATORIES, INC. | 


PHILADELPHIA 32, PENNSYLVANIA | 
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A Proved Therapeutic Resource for the 
Control of Nausea and Vomiting 


of Gastrointestinal Origin 


FEATURES: 


@ Physiologic—not 
pharmacologic—ac- 
tion 

@ Free of antihista- 
minics, barbiturates, 
narcotics, and stimu- 
lants 


@ Nontoxic—no dis- 
tressing side-effects 


@ Works quickly— 
often with a single 
dose 


@ Very agreeable 
taste 


@ Simple regimen 


EMETROL (Phosphorated Carbohydrate Solution) 
quickly inhibits the smooth-muscle contractions 

of the small intestine and the pars pylorica, involved 
in the vomiting mechanism.! A concomitant 
lowering of blood-sugar levels is believed to indicate 
that EMETROL helps restore the deranged carbo- 
hydrate metabolism often observed in emesis. 


Clinical experience? in 243 cases of nausea 

and vomiting, including 172 cases of epidemic 
vomiting, 43 cases of regurgitation in infants, 

17 cases of toxic vomiting, and 11 cases of 
motion sickness, has demonstrated the impressive 
efficacy of this novel therapeutic approach. 


EMETROL presents balanced amounts of levulose 
and dextrose in coacting association with ortho- 
phosphoric acid, stabilized at a physiologically 
adjusted hydrogen-ion concentration. It appears to 
provide the proper chemical environment for reducing 
hypermotility of the gut and promoting zymogen 
activation. 


supplied: Bottles of 3 fl.oz. and 16 fl.oz. 
1. Bradley, J. E.: Address before the Clinical Session, A. M.A., 


Washington, Dec. 6, 1949. 
2. Bradley, J. E.; et al.: J. Pediat. 38: 41 (Jan.) 1951. 


(Arsene?) KINNEY & COMPANY, Prescription Products, COLUMBUS, INDIANA 


GP @ Volume Ill, Number 5 


i 

My 
= 
= = 
~ 
S 
a ey 
~ 
| 
| 
150 
ae 


While the patient lies abed 


DERMASSAGE 


helps maintain 


> oily lotion helps prevent bed sores 


The soothing, emollient character of Dermassage 

has made it a confirmed ally in measures for the 
prevention of bed sores and in massage. Its lanolin and 
olive oil content lubricates skin surfaces and reduces 
the likelihood of skin cracks and irritation 
resulting from dryness. A pleasant cool sensation 
is produced by menthol, without resort to rapid 
evaporation and loss of skin moisture. 


Hexachlorophene gives added protection 


With the addition of hexachlorophene, effective 
germicidal and deodorant agent of low toxicity, 
Dermassage has acquired greater protective value. It 
makes possible a lowered bacterial count on skin areas 
for a liberal Trial Sample of to which it is routinely applied, thus 
EDISONITE SURGICAL CLEANSER minimizing the risk of initial infection should 
Instruments come spotlessly clean skin breaks occur in spite of precautions. 

and film-free after a 10- to 20- 
minute immersion in Edisonite’s 
probing "chemical fingers” solution. 
Harmless to hands as to metal, 


TEAR HERE 
and pin to your 
LETTERHEAD 


An efficient means of protecting the patient against skin discomfort 
or damage while confined to bed or wheel chair in 

hospital or home. Used and approved in 

thousands of hospitals, coast-to-coast, 

glass and rubber. and on the recommendation of doctors, 

EDISON CHEMICAL COMPANY nurses and hospitals to patients 

30 W. Washington St., Chicago 2 returning home. 


| EDISON’S 
ge Tm Beg. 
EDISON CHEMICAL co. 
30 W. Washington, Chicago 2 
Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Dermassage. 
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INFECTIONS OF THE URINARY TRACT IN 


Results of therapy in 32 obstetrical and gynecological cases 


No organic or - 
obstructive disease 


B. coli 


A. aerogenes 4 


Aerobic diphtheroids 3 . 2 4 


S. albus 


Aerobic non-hemolytic 
streptococcus 


Ps. aeruginosa 


With organic or 
obstructive disease 


Ps. aeruginosa 3 1 0 - | 

P. vulgaris 1 0 1 0 | 

TOTALS 32 26 4 2 | 


and Davis, I. F.: California Med. 73:463 (Dec.) 1! 


Douglas, R. G.; Ball, T. L., 


*4 good result was recorded when in 
72 hours or less the temperature 
fell to normal, the pyuria cleared, 

a negative culture was obtained and 
the patient was symptom-free.” 


CRYSTALLINE 


“The drug ts tolerated by mouth and 


no sertous side-reactions occur.’ 


Douglas, R. G.; Ball, T. L., and Davis, 1. F.: California Med. 73:463 (Dec.) 1950. 


Antibiotic Division 
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OBSTETRICAL AND GYNECOLOGICAL PATIENTS 


“prompt and effective” response 


“In cases in which there is no organic or obstructive 
disease, the response to Terramycin as a urinary anti- 


septic is prompt and effective.” 


“The patients with pyelitis of pregnancy or simple 
P Py preg y Pp 
postoperative cysto-ureteritis responded very 
promptly....There was a prompt drop in tempera- 
ture, disappearance of pyuria and bacilluria, and 
symptomatic relief.” 

Douglas, R. G.; Ball, T. L., and Davis, I. F.: 

California Med. 73:463 (Dec.) 1950. 


2 Gm. daily by mouth in divided doses q. 6 h. is suggested 
for most acute infections. In severe infections, a high initial 
dose (1.0 Gm.) or higher daily dosages (3 to 6 Gm.) should 
be used. Treatment should be continued for at least 48 hours 
after the patient’s temperature has become normal and 
acute symptoms have subsided. 


HYDROCHLORIDE 


Crystalline Terramycin Hydrochloride is also available as: Carsuxes, 250 mg., bottles of 16 and 100; 
100 mg., bottles of 25 and 100; 50 mg., bottles of 25 and 100: Exixir 
(formerly Terrabon), 1.5 Gm. with 1 fl. oz. of diluent; INTRAVENOUS, 
10 ce. vial, 250 mg.: 20 ce. vial, 500 mg.;: OPHTHALMIC OINTMENT, 
1 mg. per Gm. ointment: tubes of % 0z.; OPHTHALMIC SOLUTION, 5 cc. 


dropper-vials, 25 mg. for preparation of topical solutions. 


CHAS. PFIZER & CO.,INC., Brooklyn 6, N.Y. 
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a Derivative of Heart Muscle Extract 


Seven years of exhaustive research has resulted 
in the development of a new revolutionary treat- 
ment of the common cardiac conditions. 


MYOCARDONE Tablets, for oral administra- 
tion—a unique, highly purified derivative of heart 
muscle extract has been found: 


@ To effectively improve the efficiency of the heart through 
potent cardiotonic and coronary vasodilator action; 


@ To be safe, and virtually free from untoward side 


. actions, even when maximal dosage is taken for long 
Literature and Samples periods. 
on Request. 


MYOCARDONE, a pharmaceutical triumph, helps restore 
optimal cardio-circulatory efficiency in the decompensated 
patient, and reduces or eliminates the need for nitrites in 
angina pectoris. None of the toxic and other untoward 
side effects which have complicated the use of digitalis and 
its principles are encountered with Myocardone therapy. 


MYOCARDONE is now available at your prescription 


pharmacy. Give your next cardiac patient the benefit of 
this new treatment. 


Myocardone 11 gr. tablets are supplied in bottles 
of 100. Suggested dosage—2 or 3 tablets t. i. d. 


LABORATORIES, INC. 


Indianapolis, Indiana 
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same chef... 


same recipe... 


| quay 


same salad 


a a study LETTUCE | TOMATOES 
at Rutgers Highest} Lowest | Highest} Lowest 


; Percentage Total Ash or 24.48 7.01 14.20 6.07 
n iver of Mineral Matter 
: dry weight Phosphorus 0.43 | 0.22 0.35] 0.16 


revealed * 


Calcium 71.0 16.0 23.0 4.5 

& Millequivalents Magnesium 49.3 | 13.1 59.2 4.5 

variations Potassium | 176.5 | 53.7 | 148.3 | 58.8 
‘4 dry weight Sodium 12.2 | 0.0 6.5 | 0.0 


mineral 


; Manganese 169 1 68 1 

0 

conte nt In dry matter 0.00 


11 MINERALS 
9 VITAMINS 
all in one capsule 


lodine:.........0.15 mg. 
Calcium........+-213 mg. 


vegetables 


Although they appear identical, one of the salads com- 
pletely overshadows the other in vital nutrient content. 

Foods grown in different soils—regardless of similar 
appearance and taste—vary widely in vitamin, mineral, and 
trace element content. 


Manganese........- 1 mg. 

Further loss of important nutrients are caused by process- Magnesium.........6 mg. 
ing methods, storage, and faulty preparation. Molybdenum. .....0.2 mg. 
As a true protective measure against the elusive nutri- Phosphorus. ......165 mg. 
tional variations in food, VITERRA provides adequate Potassium....+.+...5 mg. 
balanced proportions of vitamins, minerals and trace ele- 1.2 mg. 


Vitamin A. 5,000 USP Units 
Vitamin D...500 USP Units 
Thiamine HCI.......3 mg: 
Riboflavin. ...... mg. 
Pyridoxine HCI.....0.5 mg. 
Niacinamide.......25 mg. 
Ascorbic Acid... ...50 mg. 
Pantothenate........ 5 mg: 


ments—all in one capsule. Viterra prevents or rapidly 
corrects the symptoms of multiple 
vitamin and mineral deficiencies and 
helps to restore and maintain optimal 
health and well-being. 


Tocopherols, Type IV. .5 mg 
@ J. B. ROERIG AND COMPANY 536 LAKE SHORE DR., CHICAGO 11, ILLINOIS 
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and Amino Acids for 


supplemental therapy 


by Lincoln to assure labeled 


potency at time of use 
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THE Line 


BEVIPLEX WITH C 

High potency B-complex with 
Vitamin C. When restored with 
diluent (20 cc.), vial contains: 
Thiamine Hydro- 


chloride......... 500 mg. 

Riboflavin. . ... 50 mg. 

Niacinamide....... 500 mg. 

chloride... .... 100 mg. 


Pantothenic Acid... 100 mg. 
Ascorbic Acid... ... 1000 mg. 
Indications: Chronic fatigue; severe vitamin depletion, particularly 
where prompt absorption of thiamine, riboflavin, niacinamide and 
Vitamin C is desired. Pre- and post-operative care. 

Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


LIVERPLEXIR WITH Bi2 


A Lyophilized product with 
Liver Extract 
Lyophilized Vitamin B factors 
with crystalline Vitamin 
and liver, When restored with 
diluent (30 cc.), vial contains: 
Thiamine Hydro- 


STERILE DRY} : 300 mg. 
Riboflavin......... 30 mg. 
Pyridoxine Hydro- 
chloride 
Pantothenic Acid... 30 mg. 
Niacinamide. .1200 mg. 
Vitamin 


(Crystalline). . . 150 mcgm. 
Liver Injection, USP (at 

time of preparation) . 30 units 
indications: Chronic fatigue; severe vitamin depletion; pre- and 
post-operative care; macrocytic anemias, including nutritional ane- 
mia, sprue, pernicious anemia (following suitable dosages). 
Dosage: Intramuscular only. Prepare immediately before use. 1 or 
2 cc., two or three times weekly as indicated. 


* Vitamin preparations in the Lincoln Lyo- 
philized line are freeze-dried by a special process 
which extracts all the inert fluids and leaves 
active ingredients chemically unchanged. Re- 
sult: Lincoln Lyophilized products require no 
refrigeration, remain stable indefinitely under 
changing temperature conditions. And they pos- 
itively assure labeled potency at time of use. 

Each of the Lincoln Lyophilized products 
here is conveniently packaged with a twin con- 
tainer of sterile diluent. To prepare solution, 
cleanse cap of diluent vial with alcohol and 
withdraw diluent with sterile syringe. Inject 
fluid into powder after cleansing cap. Shake 
thoroughly for complete solution. 


SUPER BEVIPLEX 

High potency B-complex. 
When restored with diluent 
(20 cc.) vial contains: 
Thiamine Hydro- 


chloride ....... 500 mg. 
Riboflavin......... 50 mg. 
Pyridoxine Hydro- 

chloride... . 100 mg. 
Niacinamide....... 500 mg. 
Pantothenic 

... 100 mg. 


Indications: Chronic fatigue; severe B-complex depletion, espe- 
cially where prompt absorption of thiamine, riboflavin and niacin- 
amide is desired. Also pre- and post-operative care. 

Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


METHIOPLEX 


Lyophilized Vitamin B factors 
with Methionine and Choline. 
When restored with diluent 
(30 cc.), vial contains: 
Thiamine Hydro- 


chloride __. . 1500 mg. 
Niacinamide...... .1500 mg. 
Riboflavin. . . 60 mg. 
Pyridoxine Hydro- 

chloride. . 60 mg. 
Pantothenic Acid. 60 mg. 
di-Methionine...... 750 mg. 
Choline Chioride .. 1500 mg. 
Benzyl Alcohol. .... 1% 
Gentisic Acid 


Ethanolamide 

(as preservative) 2.5% 
Indications: Chronic fatigue; pre- and post-operative care. High- 
level B-complex therapy to establish and maintain high nutritional 
level. As an adjunct in nutritional deficiency and alcoholism. 
Dosage: Intramuscular or intravenous. 1 or 2 cc. daily, or as re- 
quired. Caution: Inject slowly to prevent sensations of burning 
or nausea. 


Your Lincoln Detail Man can give you com- 
plete information on the convenience, economy 
and efficacy of the Lincoln Lyophilized Line. 


Laboratory Park * Decatur, Illinois 


Lincoln of Texas Laboratories, Inc. * Houston, Texas 


Pacific Lincoln Laboratories, Inc. * Salinas, Calif. 
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LET YOUR PATIENT TRY BOTH! 


The highest index for successful contraception is best met by allow- 


DOCTOR, 


ing the patient to select the spermicidal lubricant which is aestheti- 
cally acceptable. > Whether you prefer to recommend the use 
of Koromex Diaphragm with or without the introducer, generous 
sized tubes of both Koromex Jelly and Cream are supplied at no 
charge. Koromex Cream is slightly less lubricating than Jelly. 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN BENZOATE 0.02% AND 


PHENYLMERCURIC ACETATE 0.024 IN SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON ST., NEW YORK 13, N. Y. 


MERLE YOUNGS, PRESIDENT 
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Abbott Laboratories. .....opposite 112 | Hoffman-LaRoche Inc......... Reed & Carnrick................ 
be 131 | Holland-Rantos Co. Inc........... 158 | Riker Laboratories, Inc........ 120, 121 
# Appleton-Century-Crofts, Inc....... 4 | Irwin-Neisler & Co............ 18,110 | Robins, A. H. Co. Inc.....opposite 144 
Macher, B. & Co., 94 | Lakeside Laboratories, Inc... ..3rd cover | Sandoz Pharmaceuticals........... 104 
Ayerst, McKenna & Harrison, Lederle Laboratories ............. 17, 145 
Ltd. ............-. opposite 96, 135 | Liebel-Flarsheim Co., The......... 5 | Searle, G. D. & Co............... 1 
. Becton, Dickinson & Co...... 102, 103 | Lilly, Eli & Co...............00- 26 | Sharp & Dohme................. 142 
Borden Company, The............ 136 | Lincoln Laboratories, Inc..... . 156, 157 | Smith-Dorsey Co., The............ 23 

Breon, Geo. A. & Co...........+. 20 | Massengill, The S. E. Co.......... 122 | Smith, Kline & French Laboratories 
Central Pharmacal Co............. 108 | McNeil Laboratories, Inc...... SNE decsianebessenns 8, 116, opposite 136 
Chemico Laboratories, Inc......... 154 | Mead Johnson Co............ 4th cover | Squibb, E. R. & Sons......... 100, 101 
Chicago Pharmacal Co............ | Go. 144 | Stuart Co., The........... Opposite 16 
Chilcott Laboratories. .... opposite 128 | Merrell, The Wm. S. Co.....2ndcover | U. S. Vitamin Corp.............. 128 
Columbus Pharmacal Co........... 13 10, 24, 25 | Walker Vitamin Products, Inc...... 146 
Commercial Solvents Corp......... 134 | Mosby, C. V. and Co. ........... 92 | Warner, Wm. R. & Co. Inc........ 143 
98 | M & R Dietetic Laboratories. . .118, 132 | Warren-Teed Products Co., The.... 9 
Doho Chemical Corp., The........ eR fe eee 147 | White Laboratories, Inc........ 12, 137 
Edison Chemical Co.............. 138 | Whittier Laboratories.......... 96, 129 
re re: 106 | Parke, Davis & Co............... 22 | Wilco Laboratories............... 21 
General Electric X-Ray Corp....... 139 | Pet Milk Company............... 6 | Winthrop-Stearns, Inc............. 2 
Gerber Products Co............... 16 | Pfizer, Chas. & Co. Inc....... 152, 153 | Wocher, Max & Sons, Inc.......... 111 
Hanovia Chemical & Mfg. Co...... 109 | Rand Pharmaceutical, Inc.......... oP | re re 14, 133, 160 


r memo from OR. FRANK J. VINCI 


SPEAKING OF IMPAIRED LIVER FUNCTION..... 


Clinicians have clearly demonstrated the fact that liver impairment 
occurs concomitantly with B-Complex deficiencies.! 
Impaired liver function is most evident in: 

1. DIABETES 4, FUNCTIONAL DIGESTIVE 6. AVITAMINOSIS 

2. NEPHROSIS DISEASES 7. ATHEROSCLEROSIS 

3. PREGNANCY 5. MENSTRUAL DISORDERS 8. ALCOHOLISM 
The importance of choline in the treatment of impaired liver func- 
tion cannot be over-emphasized. Considerable literature has accumu- 
lated attesting the importance of choline to proper fat metabolism 
in the liver. 
The administration of choline and inositol to patients with hepatic 
disorders has proven to be exceedingly beneficial and in many cases 
life-saving. 
RANDAMIN "B" constitutes a combination of therapeutically effective 
"B" vitamin factors plus choline and inositol and acts as-a true met- 
abolic corrective for toxic or infectious hepatitis and chronic liver 
cirrhosis as well as for the other conditions named above. 
Samples and literature will gladly be sent on request by writing to: 
RAND PHARMACEUTICAL CO., INC. ALBANY, N. Y. 


1. New and Non-official Remedies, 1948, p. 426, Beams, A.J.: J.A.M.A. 
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Lipotropic Therapy can be Adequate . . . with WYCHOL 


WYCHOL Syrup provides a potent combination of lipotro- 
pic factors—choline and inositol. It is so palatable, patients 
will gladly adhere to the prescribed dosage schedule—and 
thus secure the full benefits of therapy. 


And Now, a Practical Way to Maintain Day-Long Therapy 
Prescribe the new, convenient 

WYCHOL CAPSULES to assure continued therapy while 

the patient is away from home. 


For impaired fat metabolism and cirrhosis of the liver — inten- 
sive, sustained lipotropic therapy is recommended and facilitated 
by the combination Syrup and Capsule regimen. 


WYCHOL 


CHOLINE AND INOSITOL Wyeth 


Wyeth Incorporated, Philadelphia 2, Pa. 
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ugar-coated 


tor dependable diuresis 


Sugar coating is one reason for the superiority of Tablets 
MERCUHYDRIN with Ascorbic Acid. 


Maximum absorption of mercury occurs in the stomach and 
duodenum—too high for enteric-coated tablets. But poorly 
tolerated oral mercurials must be enteric-coated. Only 
well-tolerated Tablets MERCUHYDRIN with Ascorbic Acid can 
be sugar-coated . . . give consistently greater diuresis 

with less mercury. 


For dependable diuresis and minimal side effects prescribe 


tablets 


N ® 

with ascorbic acid 
She method of oulpatient 


dosage: One or two tablets daily, morning or evening, preferably 
after meals. 


available: Bottles of 100 simple sugar-coated tablets each 
containing meralluride 60 mg. (equivalent to 19.5 mg. of mercury) 
and ascorbic acid 100 mg. 


To secure the greatest efficacy and all the advantages of Tablets 
MERCUHYDRIN with Ascorbic Acid, prescribe a three-week initial supply 


... 25 to 50 tablets. 
M-15 


INC. MILWAUKEE 1, 


WISCONSIN 
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Mead Johnson & Company presents 


6 essential vitamins in a water- 
dispersible emulsion of unexcelled 
_~ flavor and physical qualities 


1 PINT (473 CC.) 4 


A PALATABLE EMULSION OF 
4.0.0. THIAMINE. RIBOFLAVIN 
AND NIACINAMIBE 


CONTAINS ALCOHOL PERCEN! 


A refreshing orange flavor, neither too sweet 
nor too sour, and a texture of remarkable smooth- 
ness make Mulcin a vitamin supplement pleasing 
to patients. 

It is light and non-sticky, and flows readily 
from bottle to spoon. 

Children, adolescents and adults enjoy taking 
Mulcin directly from the spoon. For infants, the 
dose may be mixed with formula, fruit juice or 
water. 

Ingredients of quality, skilled formulation and 
meticulous manufacturing controls are combined 
to make Mulcin a product of pharmaceutical ele- 

gance and a distinguished new member of Mead’s 
EACH TEASPOON OF MULCIN SUPPLIES: vitamin family. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IN D., U.S.A. 


VitaminA . . 
VitaminD . . 
Thiamine . . 
Riboflavin 
Niacinamide . 
Ascorbic Acid . 
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Available in 4 oz. and 16 oz. bottles oe 
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